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Meat... 


‘and the Therapeutic Value 
of. Adequate Protein 


Much evidence can be cited in favor of a high protein intake after surgery; 
trauma, infection, or burns. In supporting the tharly-anabolic and defense mech- 
anisms of the organism in physiologic Stress,‘ high-quality protein—such as that 
of meat—assumes the status of an important therapeutic agent.* 

Phagocytic activity,* formation of antibodies,‘ and rapid healing of wounds‘ 
are favorably affected by ample protein nutrition. Remission of peptic ulcer,* 
improved resistance to infectious disease,‘ and maintenance of plasma proteins 
after surgery’ are other therapeutic effects attributed to an ample protein intake. 
In the management of ulcerative colitis, protein represents a primary need.* 
Recent advances in the treatment of extensive burns and of hepatic disease 
emphasiz= the value of high protein feedings.® 

These experimental and clinical findings establish the therapeutic value of 
high protein intake.’ To assure therapeutic protein adequacy, the dietary should 
provide a liberal margin of protein over normal requirements. 

Meat is an important source of high-quality proteia, containing essential as 
well as nonessential amino acids. In addition, it supplies significant amounts of 
B group vitamins and of iron, phosphorus, and other needed minerals. 
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Kimble EXAX RETESTED Flask No. 28015; 
Cylinder No. 20030; Burette No, 17030. 


For greater accuracy... specify Retested Exax 


Successful laboratory procedure relies 
heavily upon apparatus of high accuracy 
and perfect legibility. And it is for this 
reason above all others that so many labora- 
tories now specify Kimble Exax when 
ordering laboratory glassware. 

The finest raw materials . . . superior 
production techniques . . . and craf*sman- 
ship of the highest degree combine to 
produce Kimble Exax quality. To assure 
easy readings and lifetime legibility, the 
markings of every piece of Kimble Exax 


glassware are etched, and the filler fused 
in permanently, Thus, accurate readings 
can always be made because the markings 
are permanent. 

To assure accuracy, every piece of 
Kimble Exax glassware is indindually re- 
tested before it leaves the factory, When 
you take readings from Kimble Exax, you 
can be sure. 

Why not see your Kimble Laboratory 
Supply Dealer about Kimble glassware for 
your laboratory? Call him today. 


KIMBLE GLASS COMPANY 


Toledo 1, Ohio—Subsidiary of Owens-Illinow Glass Company 
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penicillin: 


Cer-O-Cillin 


Trademark Reg. U. 5. Pat. Off. POTASSIUM 


Available as: 
Sterile vials containing 200,000 

units Crystalline Penicillin O 

Potassium 


Bottles of 12 buffered tablets, each 
containing 100,000 units Crystal- 
line Penicillin O Potassium 


The Upjohn Company, Kal Michigan 
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Have we forgotten that sugar is the most 
versatile of foods? Sweet, easy to take 
and absorb, it furnishes quick energy. 
A certain glucose concentration in the 
blood maintains consciousness, while 
the brain utilizes on/y suger for energy. 
It is a preferential source of muscle- 
power, and it cushions against the dam- 
aging effects of excess fat utilization. 
Above all, sugar spares protein! Un- 
jess adequate amounts of carbohydrate 
are continually ingested, the needs of 


© the body for sugar will be met by the too 


great conversion of other foods (such 
as protein) into carbohydrate.“” Ar 
increased breakdown of body protein 
will also occur as judged by an increased 
excretion of nitrogen in the urine. Eco- 
nomically this is of particular impor- 
tance today because of the low cost of 
sugar-foods as opposed to the high cost 
of proteis-foods. 

Available sugar is a Protein-Sparer 
since it relieves both dietary and tissue 
protein of the necessity of furnishing 
energy. Sugar exerts a specific sparing 


Sugar... 


Protein-Sparer In Soft Drinks 


BOTTLERS 
ARBORATID 
BEVERAGES 


THE NATIONAL ASSOCIATION OF THE BOTTLED SOFT DRINK INDUSTRY 
v 


American Bottlers of Carbonated Beverages 


WASHINGTON 6, D. C. 


action quite apart from the fact that it 
furnishes energy. Fat of double the ca- 
loric value does not equal the protein 
Sparing action of sugar.’ 
When sustained exercise is preceded 
or accompanied by a large intake of 
carbohydrate, the body works more ef- 
ficiently, as evidenced by the calories 
expended per unit of oxygen intake! 
Bottled soft drinks have only a nom- 
inal sugar content (av. 10 per cent). 
Their 100 calories are an acceptable 
supplement to the basic dietary recom- 
mendations of the Food and Nutrition 
Board of the National Research Council. 
Their taste appeal encourages adequate 
liquid intake. And they provide that 
enjoyable refreshment and energy for a 
quick pick-up, which is their primary 


(1) Soskin, S., and Levine, R. : 
Correlation of Physiological, Biochemical, and Clinica! 
Aspects. Page 10, 1946, U. of Chicago Press. 


(2) Gest, C. H., and Taylor, N. B.: The Physiological 
Basis of Medica! Practice. 4th Ed. Pp. 553-554, 1945, 
Williams & Wilkins Co. 
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reagent for the reagent for the serologic detection of syphilis | detection of syphilis 


RELIABLE ADVERTISEMENTS 


= 


VDRL-SYLVANA is available for slide and tube flocculation 
tests and spinal fluid tests as standardized for use accordin 
to the technics developed by the Venereal Disease este 
Laboratory of the United States Public Health Service. 


A. Harris, A. A. Rosenberg and L. M. Riedel, J. Ven. Dis. Inform. 
27, 169, (1946). 

Manual of Serologic Tests for Syphilis, Supplement No. 22 to 
J. Ven. Dis. Inform. (1949). 


VDRL-SYLVANA is evaluated in parallel with standard anti- 
gen from the Venereal Disease Research Laboratory. 


Cardiolipin and Lecithin used in the formulation of VDRL- 
SYLVANA are produced according to the methods developed 
by Dr. Mary C. Pangborn of the Division of Laboratories and 
Research of the New York State Department of Health. 


Sylvana 


SYLVANA CHEMICAL COMPANY © ORANGE, NEW JERSEY 


SY 


Producers of reagents for Hinton, Kolmer, Mazzini, Rein-Bossak, U. 8. Army Microflocculation and Complement. 
fixation technics. Cardiolipin is produced under license from the New York State Department of Health. 
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= a new series of 
MEDICHROME? Slides on Public Health Nursing* 


This first series of Mepicuromes on Public Health 
Nursing covers the organization and activities of a 
visiting nurse association. 

Made with the cooperation of the Visiting Nurse 
Association of Brooklyn, Public Health Nursing 
Series MN 12 consists of 193 2 x 2” slides—all in 
color. A few of the activities covered are pictured 
below. 

The series is invaluable for teaching, lectures, 
demonstrations, and for graphically portraying pub- 
lic health nurse activities to laymen. 


1. Maternity Program 


2. Health Supervision 3. Morbidity Program 


* 


MEDICHROMES are priced at $.80 per slide 
in cardboard readymounts and $1.00 per slide 
bound in glass. Quantity discounts on orders 
of 50 or more. 


*For complete listing of all slides in series 
MN 12, write 
Clay-Adams Company, Inc. 
141 East 25th Street, New York 10, N. Y. 


Clay- Adam hy 4. Other Special Activities in Day Care 


Centers; Nutrition, Physical Therapy, Etc. 


When writing to Advertisers, say you saw it in the JournaL 
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RELIABLE ADVERTISEMENTS 


VITAMIN A VALUE 


This seal indicates that all nutrition 
statements in advertisement have 
been found acceptable by the Council on 
Foods and Nutrition of the American 
Medical Association. 


NATIONAL DAIRY COUNCIL 


111 NORTH CANAL STREET - CHICAGO 6, ILLINOIS 


When writing to Advertisers, say you ssw it in the JouRNar 


weight reduction can be achiev- 
ed, and normal weight maintained, 
on a palatable diet of ordinary foods. 


In recent studies of weight reduc- 
tion men and women achieved satis- 
factory weight losses, without report - 
ing hunger or loss of pep, on diets 
containing approximately equal 
weights of protein, fat, and carbohy- 
drate.1,2 In diets adjusted to supply 
1400 calories to women, 1800 calories 
to men, more than half the energy 
came from fat—an important factor 
in the hunger-satisfying quality of the 
diet, because fat slows Syuation and 
absorption of nutrients. Nitrogen and 
calcium retention, as measured by 

nce studies, was satisfactory.’ 

High pi tion of nutrients in re- 
lation to calories make dairy foods an 
essential part of reducing diets. In 
the diet referred to above, dairy foods 
supplied less than one-fifth of the 
1 calories, but more than one-half 
of the recommended amounts of cal- 
cium and riboflavin and one-fourth of 
the protein and vitamin A for an 
adult woman. Significant amounts of 
other needed nutrients were also sup- 
plied by dairy foods. 

Intensive studies of low-caloric diets 
show that milk, because of its unique 
nutrient contribution, does more for the 
reducer than any other single commorly 
used food. 

'Cederquist, D. C., Brewer, W. D., Beegle 
R. M., Wagoner, A. N., Dunsing, D., and 
Ohlson, M. A. Weight reduction on low-fat 
and low-carbohydrate diets. I. Clinical 
results and ener metabolism. J. Am. 
Diet. Asen. 28:113 (Feb.) 1952. 

*Young, C. M. Weight reduction using a 
moderate-fat diet. * Clinical responses 
and A metabolism. J. Am. Diet. 


Assn. 28:410 (May) 1952. 

"Brewer, W. D., Cederquist, D. C., Wil- 
liams, B., peasing, D., 
Kelley, A. L., and Ohlson, M. A. Weight 


reduction on low-fat and low-carbohydrate 
diets. II. Utilization of nitrogen and cal- 
cium. J. Am. Diet. Assn. 28:213 (Mar.)'52 


Send for your FREE copy of the interesting 
folder Weight Reduction through Diet.” 


Since 1915... the 
National Dairy 
Council, a non-profit 
organization, has 
been devoted to nutri- 
tion research and ed- 
ucation to extend the 
use of dairy products. 
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Percent contribution of 
dairy foods to a 1400 calorie diet.* ne 
“Based on daily need of moderately 
active woman for certain nutnents. 
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An important advance in wound therapy 


Aureomycin Dressing of Davis & Geck is an entirely new dressing for 
wounds such as burns, skin graft donor sites, abrasions, ulcers, surgical 
incisions and wherever a non-adherent dressing with antibiotic action is 
indicated. 


The prime objective in the treatment of wounds is early closure. Infec- 
tion in wounds delays healing. Systemic administration af antibiotics may 
not reach localized infections. Aureomycin Dressing provides, where it is 
needed, a high local concentration of wide-spectrum aureomycin, effective 


against both Gram-positive and Gram-negative organisms. 
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ureomycin 


Adi antages: 


1. Broad-spectrum—Aureomycin Dressing 
concentrates locally the antibiotic which is 
now recognized as the most versatile yet dis- 
covered, with a wider range of activity 
against both Gram-positive and Gram-nega- 
tive organisms than any other known 
remedy. 

2. Prevents infection —Water ‘absorbent 
ointment releases aureomycin suppressing 
growth of susceptible organisms already 
present and controlling spread of possible 
subsequent contamination. 

3. Non-adherent and non-macerating—Mini- 
mizes abrasion of healing wounds and 
avoids trapping of moisture conducive to 
bacterial 

4. Promotes healing—It does not interfere 
with healing, as do many chemical antisep- 
tics. Where infection is controlled, healing 
is faster. 

5. Non-toxic — Reactions to Aureomycin 
Dressing have so far not been observed. 

6. Economical—Shorter period of disability 
means a saving in expense and hospital time. 
Aureomycin Dressing may be used wher- 
ever a non-adhering dressing with antibac- 
terial action is indicated. 


Also new Aureomycin Packing— 


e To pack abscess cavities 
(breast, perirectal, sup- 
purative adenitis) after 
incision and drainage. 

# To keep infected or con- 
taminated wounds 
until infection is under control (empyema, 
acute a local peritonitis, osteo- 
myelitis, boils, paronychias, and traumatic 
wounds). 

e@ For hemostasis. 
In clinical trials a variety of infected lesions 
healed promptly after drainage and repeated 
packing. Traumatic wounds 
with Aureomycin Packing remained free 
from infection and healed after delayed pri- 


mary closure. 


Packaging: Aureomycin Dressing is an 
8” x 12” gauze dressing of close mesh im- 
nated with 16 Gms. of 2% aureomycin 
ydrochloride ointment. In each dressing 
there are 320 mg. of crystalline aureomycin 
hydrochloride. 
Aureomycin Packing is double selvage-edge 
ze, in ¥2” x 24” and 1” x 36” strips. 
h gram of gauze is impregnated with 4 
in stable form. 


au 
mg. 


Available through D&G's surgical supply dealers 


Stroy Brooklyn 1, N. ¥. 


It’s not just a name... the 
B-D DISPOSABLE BLOOD DONOR SET 
is inexpensive enough to be used once and 
discarded. No cleaning, no sterilizing, no reassembling, 

no danger of pyrogens. .. and it offers six important advantages: 


1 Needles and tubing have same inside diameter, permitting 
unobstructed flow of blood at steady rate in a vein-like 
environment, minimizing turbulence. 


2 Smaller intravenous needle for greater comfort to donor. 


3 A new, sharp needle is used for each donation ...no needle 
is used a second time. 


4 System is self-regulating, requires no control mechanism to 
govern flow of blood. 


5 Smaller stopper-puncturing needle minimizes plug cutting 
of rubber. 


6 Unique holder-clamp not only provides shut-off for tubing, 
but also makes possible two-hand, counter-balanced method 
of inserting and withdrawing stopper-puncturing needle. 


The B-D DISPOSABLE BLOOD DONOR SET is supplied 
sterilized, pyrogen-free, ready for use, individually packaged, 
in cartons of 50 sets with 2 holder-clamps per carton. 


Becton, Dickinson AND ComPANY 
RUTHERFORD, NEW JERSEY 


8-D, TRADEMARK REG. & OFF. 
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RELIABLE ADVERTISEMENTS 


(Crucial Points in Bacterial Control 
of Canco Milk Containers) 


Sealed Canco milk containers are rigidly 
inspected as they emerge from the filtered 
air of the cooling chamber. Attendants 
then place them in dustproof containers for 
delivery to the dairy. 


csadneeaeeeel of the Canco Data accumulated over the years prove that 
milk containers is that the sealed containers §_Canco containers are supplied to dairies in a 
are not opened until they reach the consumer, _ practically sterile condition. (!) 

except for a few seconds required to open, fill journal 

and reseal them mechanically at the dairy. the Texas Public Health Association, 2-50 


URES 


(All bacteria of public A 
health significance are 
destroyed in these two 
steps. All paper is 
checked for bacterial 
count before use at 
Canco factories.) 


BACTERIOLOGICAL 
CONTROL 


aE American Can Company 
NEW YORK CHICAGO SAN FRANCISCO HAMILTON, CANADA 
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HELLIGE, INC. 


877 STEWART AVE. 
GARDEN CITY, N. Y. 


Analyses of Water, Sewage, 
and industrial Wastes . . . 
Employs NON-FADING Glass 
Color Standards . . . Uses 
Approved A.P.H.A. and A.W.W.A. 
Methods for pH, Fluoride, 


COLORIMETRIC 
COMPARATORS 
Employing NON-FADING 
Glass Color Standards for 
pH & Chlorine Control, 
and Water Analyses 


TURBIDIMETER 
The Turbidimeter 


@ SULFATE 
DETERMINATIONS 


~ PORTABLE TWIN-KIT for 
ELECTRONIC Control and 
orine or 
pH METERS 
Swimming Pool 
Water with NON- 


FADING Glass 
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PDEPENDABLE WATER CONTROL EQUIPMENT: 
USED WITH CONFIDENCE... EVERYWHER 
al 
Without Standards = 4 
| WRITE ODA e)’ OUR CA ALOGS 


RELIABLE ADVERTISEMENTS 


When supernatural divining located oil 


Hisrory records 1859 as the be- 
ginning of the commercial oil in- 
dustry in the United States. Pros- 
pectors, for lack of more scientific 
methods, resorted to supernatural 
divining to locate oil deposits. 

In this era very little oil was 
needed and divining with peach 
twigs or “oil witch” was one of the 
popular methods. As demand in- 
creased, prospectors resorted to 
other methods. They drilled in areas 
that resembled oil-producing areas, 
along river beds or for no other 
reason than a strong hunch that 
oil was present. 

It was thirteen years prior to this 


CHURCH & DWIGHT CO., INC. 


New York 5, N. Y. 
BUSINESS ESTABLISHED IN 1846 


10 Cedar Street * 


romantic oil era that our founders, 
Dr. Austin Church and John 
Dwight, introduced baking soda to 
the Western hemisphere. 

Since 1846 physicians have pre- 
scribed bicarbonate of soda for in- 
ternal and external maladies. It is 
U.S.P. Bicarbonate of Soda and 
recognized by the Council on Phar- 
macy and Chemistry of the Amer- 
ican Medical Association. 

Free children's storybooks. 
We would like to send you chil- 
dren’s storybooks for your waiting 
room. They are approved by lead- 
ing educators. Just write to us at 


the address below. 
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Nine 
Factory 
Operations 
Make these 
Spoons 
Better 


N O OTHER wooden single service spoon or fork passes through as 
many different manufacturing operations as OWD Ritespoon and 
OWD Ritefork. Most of these operations are carried out for the sole 
purpose of assuring complete sanitation and enhancing satisfaction 


in use. 


How OWD Ritespoons are made 
1. The raw material for OWD Ritespoon is taken from 6. The blanks are conditioned for molding by a 


the log by a rotary cutting operation to provide an special mechanized process in which only clean 
absolutely smooth surface. heat and pure moisture are used—no chemicals. 

2. The blank from which the spoon is fashioned is 7. The blanks are formed and baked into shape in the 
cut out in a way to insure smooth edges and per- molding machines, where high heat and pressure 

fect shape. render the blank absolutely sanitary. 

3. Sap and wood oils are completely extracted from 8. OWD Ritespoons and OWD Ritefork are then pol- 
the blanks. ished by tumbling in a special cylinder. 

4. The blanks are then dried and polished in large 9%. The final operation is drastic inspection and pack- 
moving cylinders. aging under strict sanitary control. 


5. All blanks are inspected. Only stroight-grained OWD Ritespoons and OWD Ritefork are made of 
perfect blanks are passed for further processing. selected hardwood. They are readily available to 
food vendors everywhere through local suppliers. 

=——_—. Range of sizes meets every requirement. We will 


gladly send you samples. 
is OVAL WOOD DISH CORPORATION, Tupper Loke, N.Y. 
» Graybar Bidg., New York City 17—31 E. Congress St., Chicago 5 


OVAL WOOD DISH COMPANY OF CANADA, LTD. 
fr - Industrial Center No. 5. Quebec, P.Q. 
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RELIABLE ADVERTISEMENTS 


DOES MAN-SIZED 
FLUORIDATION JOB! 


This little %Proportioneers% “package” handles 
the complete fivoridation job for a town* of 12,000 
people. Feeding a constant strength slurry of 
sodium silico-flvoride into the pumped supply, the 
%Proportioneers% system assures economical, safe , 
fivoridation with minimum attention and main- 
tenance. 
Simplicity is the keynote! The fluoride slurry is fed by %Proportioneers% 
Midget Heavy Duty Chior-O-Feeder . . . a low cost unit that’s both easy to 
install and easy to operate. The concentrated slurry is fed into a bypass 
where it is diluted, mixed, and conveyed to the main line which feeds the 
elevated storage tank. Because this is a positive displacement pump, over- 
fivoridation is a physical impossibility. In case of mechanical failure, no 
condition can cause fivoridation in excess of the norm specified by the state 
board of health. 

This system involves simple electrical hook-ups . . . a cross-connection 
between chemical feeder and main water pump plus a time delay circuit 
which starts the recirculating pump and agitator three minutes ahead of 


%Proportioneers, Inc.% offers many “paock- 
aged” systems for high accuracy, low cost 
fuoridation. Write for Bulletins SAN-9 and 
9363-1 and SM 9363-2. %Proportioneers, 
Inc.%, 506 Horris Ave., Providence 1, R. |. 


*Name of town on request. 


Representatives in principal cities of the United States, \.._aee 
Canada, Mexico, and other foreign countries 
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new uniform oral dosage 


in muscle spasm of 
rheumatic disorders alcoholism neurologic disorders 


The new, uniform oral dose for adults is 1-3 grams. This 
may be repeated 3-5 times per day. 


The first dose prescribed should be at the lower end of 
the recommended dosage range (an occasional patient may 
complain of side effects when large doses are given at the 
start of Tolserol therapy). Subsequent doses may be adjusted 
to the needs of the individual patient. Whenever possible, 
Tolserol should be given after meals. When Tolserol is 
given between meals, it is desirable that the patient first 
drink 1% glass of milk or fruit juice. 


Squibb Mephenesin 


Tablets, 0.5 Gm. and 0.25 Gm., bottles of 100; Capsules, 0.25 Gm., 
bottles of 100; Elixir, 0.1 Gm. per cc., pint bottles; Intravenous 
Solution, 20 mg. per cc., 50 cc. and 100 cc. ampuls. 
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for Microscopy or Photomicrography 


| = this ideal permanent set-up you're instantly ready 
for any visual or photomicrographic work. Just clamp micro- 
scope and illuminator to the AO Photomicrographic Camera 
base. A Special light-tight adapter and camera arm with fine 
adjustment positioning stop enable you to swing the camera 
away from the microscope and back without further adjust- 
ment. A binocular body can be used for extended observations 
and easily replaced by a monocular body when you take photo- 
micrographs. The telescopic focusing eyepiece permits view- 
ing moving specimens up to the instant the shutter is released. 
At a moment's notice you can switch f-om the camera back 
for 35mm black and white or color chots to the 4” x 5” unit 
for sharp ph i phs suitable for technical journal re- 
production. See your AO distributor or write Dept. Pio 


PHOTOMICROGRAPHIC 


American @ Optical 


INSTRUMENT DIVISION - 


CAMERA 


* 360° REVOLVING BODY— 
No revolving stage needed. 

* TAKES A 35MM FILM, 

4” x5” PLATES, CUT FILM, 
OR FILM PACK. 

* RUBBER VIBRATION 
ABSORBERS. 

* GROUND GLASS WITH 
TRANSPARENT STRIPS— 
For critical focusing by magnifier. 

* COMPENSATING LENS IN 
35MM CAMERA—Matches 
field to 4” x 5” camera. 

* MICROSCOPE AND 

ILLUMINATOR— —May be 

clamped in any of 3 positions, 


BUFFALO 15, NEW YORK 


When writing to 


Advertisers, say you saw it in the Journal 


XNXI 
> ‘ 
\ Wi with an 
j j 


Measures up in every way 
as the quaternary of choice 


The sanitizing properties of quater- 
nary ammonium compounds are so 
well known to public health officials 
that little could be said about them 
that you do not know. Almost every- 
body in public health work has 
added the ‘‘quats’’ to the armamen- 
tarium he uses in his war on disease. 


The question then is, ‘‘ Which 
‘quat’?’’ Are they all alike? Which 
one ean I depend on to do the job 
expected of it every time? 


In Roceal, the original quaternary 
ammonium germicide, you are of- 
fered a product that is always uni- 
form in quality because it is made 
under the most rigid controls. Every 
batch must pass the comprehensive 
laboratory tests of one of the world’s 
leading pharmaceutical manufac- 
turers. You can depend on Roccal to 
do a better sanitizing job every time! 


When you specify a "Quat" 
be sure it's Genuine Roccal 


SANITIZING 
AGENT 


Insist on 
Genuine 


SUBSIDIARY OF STERLING ORUS INC. 


1450 Broadway, New York 18, N. Y. 


In recommended 

dilutions Roccal is: 
POTENT 
NON-POISONOUS 
TASTELESS 
ODORLESS 
STAINLESS 
NON-IRRITATING 
NON-CORROSIVE 
STABLE 


sanitizing AGERT 
+ 


SANITIZING | 
AGENT 
— 
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on improved formulation for Fungous Infections of the Scalp 


RELIABLE ADVERTISEMENTS 


OINTMENT 


New OINTMENT SALUNDEK is reported to be 
20-25% more effective than the original Salundek 
formula now widely prescribed for the treatment 
of Tinea Capitis. 

In New OINTMENT SALUNDEK, the chloro- 
salicylanilides, recently synthesized compounds of 
unusual potency both as antifungal and as antibac- 
terial agents, are added to the ingredients of the 
original Ointment Salundek to secure greater inhibi- 
tion of the growth of pathogenic organisms (notably 
Microsporum audouini) generally responsible for 
troublesome Tinea Capitis in children. 

With New OINTMENT SALUNDEK formula- 
tion, the average case of this notoriously refractory 
disease can now be cleared up in a few weeks. 


References: 


(1) Hopkins, J. G., et al: J. Invest. Dermat., 


Composition: 


7, 239-253, 1946. 
(2) Sullivan, M., and Fishbein, H. A.: J. Invest. 
Dermat., 10, 293-299, 1948. 


Chlorosalicylanilides 
Undecylenic Acid (as free 

acid and zinc salt) 10.5% 
Salicylanilide 3% 
In a carbowax base containing 
an effective penetrant. 


Available at all pharmacies. 
Tubes of 1 oz. Jars of 1 Ib, 
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(3) Peck, S. M., and Rosenfeld, H.: J. Invest. 
Dermat., 1, 237-265, 1938. 

(4) Schwartz, L., et al: ].A.M.A., 132, 58-62, 
1946. 

Complete literature and generous trial 

supply sent on request. 


Pharmaceutical Division 
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WALLACE & TIERNAN PRODUCTS, INC. 
Belleville 9, New Jersey, U.S.A. 
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IDEAS ON EQUIPMENT... 


“ILL BE OVER FIRST THING IN 


THE MORNING, TOM, AND 
THANKS FOR CALLING” 
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* 
SAY, BILL, WERE GOING TO ENLARGE 
OUR LABORATORY AND NEED Some 


WHEN CAN YOU COME OVER?” 


From PYREX’ test tubes ff to vacuum ovens i 


your Laboratory Dealer can help 


Whether you are expanding lab 
facilities, doing some new experi- 
mental work or simply replacing 
equipment, it pays to consult your 
Laboratory Dealer. He has a good 
working knowledge of laboratory 
requirements. He stocks all kinds of 
equipment for your convenience. 
He is the first to learn of new de- 
velopments by equipment manu- 
facturers. And he has complete in- 
formation on virtually every type of 
laboratory equipment right at his 
finger tips. 

Take PYREX brand, VYCOR 
brand and CORNING brand lab- 


you select the right equipment 


oratory glassware, for example. 
Your dealer maintains ample stocks 
of these popular brands at all times 
(some 2200 items in all). We at 
Corning are quick to inform him of 
new products, improvements in and 
new uses for existing products. All 
other manufacturers do the same. 
So your Laboratory Dealer is 
well qualified to assist you in select- 
ing the equipment that will do the 
best job at the lowest cost. And, in 
most instances, he is as near to you 
as the telephone on your desk. Be 
sure to keep in touch with him. 


CORNING GLASS WORKS, CORNING, N. Y. 
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_ _ RELIABLE ADVERTISEMENTS 


constant 
and 
correct 


Similac provides, constantly and unvaryingly. 

50 mg. of ascorbic acid per reliquefied quari 

an amount closely approximating the content 

of mother’s milk—and in excess of recommended 
allowances, Similac thus assures adequate 

and continuous (through each feeding) Vitamin © 
intake now established as an effective safeguard 
against scorbutic and some anemic states 

during infancy.' The importance of an adequate 
intake is further reflected in the finding that 
Vitamin C is essential for utilization of the amino 
acid tyrosine, functioning probably as coenzyme.* 


There is no closer equivalent to the milk 
of healthy, well-nourished mothers than Similac 


providing: zero curd tension for easy digestion; 
fats chosen for maximum retention and high 
ratio of unsaturated and essential fatty acids: 
full balanced array of essential amino acids: 
folic acid and Vitamin By: (naturally occurring, 
in breast milk quantities); other vitamins in 
adequate amounts: minerals adjusted to favor- 
able proportions. 
Supplied: Similac Powder, tins of | tb.: Similac 
Liquid, tins of 13 ft. oz. 


i. Tiedall, F. F., and Jolliffe, N., in Clinical Nutrition, New York, 
B. Hoeber, 1950, 23, p- 590. 2. Sealock, R., and Goodland, K 
L.: Seienee 114: 645 (Dee. 14) 1951. 
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M & R Laboratories + Columbus 16, Ohio 


any wo 
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protect them this way... 


for a penny a day 


Complete and adequate protection against 
A and D deficiencies—provided by time-proved 


COD LIVER OIL CONCENTRATE LIQUID® 


—at a cost of about a penny a day; extremely 
palatable. 

White’s Cod Liver Oil Concentrate Tablets*— — 
the new, improved taste is so pleasant that 
children like to chew them; low in cost. 
White Laboratories, Inc., 
Kenilworth, N. J. 


*Each drop of Liquid and each Tablet provides the 
antirachitic potency of one teaspoonful of cod liver oil. 
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| 
| | 4 


RELIABLE ADVERTISEMENTS 


XXVIII 


The Vital Story of 


The story of rice enrichment begins in the Philip- 
pines in 1910. In that year and place, Dr. R. R. 
Williams encountered the clue that started him on 
the road to the first successful 
synthesis of thiamine (vitamin 
Bi) in 1936, It was the curative 
effect against beriberi of an ex- 
tract of rice polishings. 

The problem of beriberi, while 
not serious in the United States, 
is recognized as severe, with high 
mortality, in the Philippines and 
other Asiatic countries where the 
population exists principally on 
white rice. 

It is known that beriberi is 
caused by dietary deficiency and 
that factors in those parts of the 
rice which are removed in the 
milling are effective in combating the disease. 

If rice could be milled to the whiteness desired 
by rice eaters and, at the same time, be made to 
contain the anti-beriberi factor, a giant stride 
could be taken to improve the health of rice- 
eaters. The use of white rice by these peoples, 
coupled with illness and death from beriberi, 
poses a problem for public 
health officials. 

The answer to this prob- 
lem was found in the labo- 
ratories,of Hoffmann-La 
Roche. The researchers dis- 
covered a process by which 
white rice could be forti- 
fied. The method employs 
coatings of thiamine, nia- 
cin, and iron on rice grains 
and a final, outer coating 
of edible material to pro- 
tect the vitamins against deterioration and pre- 
liminary washing and rinsing. For economy, large 
amounts of vitamins are applied to small amounts 
of rice to make a “premix.” One pound of this 
enrichment premix is then mixed with each 199 
Ibs. of ordinary milled white rice at the rice mill. 
Each 8 ounces of this nutritionally-improved rice 
provide 1 mg. of thiamine, 8 mg. of niacin and 
6.5 mg. of iron. These levels are commonly used 
but higher levels are easily obtainable. 

A research project was established to study the 
effect on health of feeding white rice so enriched 


BATAAN ond 


by Science Writer 
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to a population in the Far East. Through the co- 
operation of the Government of the Philippines, 
the U. S. Public Health Service, the Williams- 
Waterman Fund, the Philippine National Rice 
and Corn Corporation, and Hoff- 
mann-La Roche, a controlled ex- 
periment on the Bataan peninsula 
was set up. Medical examinations, 
under the direction of Dr. Juan 
Salcedo, now Secretary of Health 
for the Philippine Republic, were 
made of more than 12,000 people 
in the area before the enrichment 
of rice began. Nearly 13% had 
beriberi but most were symptom 
free a year later. 

Enriched white rice was put into 
commerce in the experimental area, after full 
publicity about the program, on October 1, 1948. 
Careful monthly records were kept of the mor- 
tality from beriberi in the experimental and con- 
trol areas. 

The results of the test proved overwhelmingly 
the value of enriched white rice. 


At the end of 2 years, with over 90,000 per- 
sons under this great nutritional test, the beri- 
beri mortality rate per 100,000 population had 
dropped from approximately 190 in the experi- 
mental area to zero! And, from the evidence of 
the medical exami- 


were now free of 
them or greatly im- 
proved. Literally 
thousands of people 
were helped to bet- 
ter health. 

The vital story of the Bataan experiment 
shows once again the value of enrichment to en- 
tire peoples. The moral is obvious: when good 
foods are made better, everyone benefits. 


Published in the interests of better health 
through better nutrition by the Vitamin Division, 
Hoffmann-La Roche Inc., Nutley 10, New Jersey. 
Reprints of this article are available on request, 
without charge. 
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Only the WH OLE Fruit 


CAN GIVE YOU ALL 
ITS NUTRITIONAL BENEFITS... 


As shown by the comparative tables below, only the whole 
orange can provide all of the valuable nutritional benefits of 
the fruit. 

While orange juice is a popular and pleasant way to provide 
the daily quota of vitamin C, the fact is that the whole fruit 
is considerably richer in vitamin C and other nutrients as 
well as in the protopectins. These substances, the protopec- 
tins, are found principally in the albedo, the membranes 
enclosing the juice sacs and segments, and the fibrovascular 
bundles. 

Only when oranges are eaten whole can all the benefits of 
the fruit be realized, especially the desirable effects of the 
protopectins which, through their colloidai, chemical, and 
antibacterial properties, help to maintain a desirable intes- 
tinal environment, promote better absorption of vitamins and 
minerals, and effect more normal evacuation. 


“Amovats p 


Fresh Fruit, | Strained Constituents 
Constituents 1 duice 
Catones 
0.2 Gm. 
4.0 Gm. 4.6 Gm Minerals (total ash) 
Dextrose and Levulose 44 Ga. 
Sucrose 0.1 Gm. 
1.0 Gm? Phosphorus 
Protopectins and Pectin 10 Gm. 1.0 Gm eas 
| 
1.0 mg. 0.16 me 
a) 0.2 me 0.086 mg. Magnesum 
0.1 me 0.032 mg. Suttur 
iboflawin 
5 0.24 mg. Chiorme 
Niacin c sous 0.2) ag. Alkalinity of ash, expressed 0.3 Gm 0.3 Gm. 
Pantothenic 02 me. 0.08 mg. as K,CO, 


aminobutyric ocids 7 
! Cand Rockland, Food Research, in press ode 
2. Miner Laboratories, Chicago, (1952) 

3. Davis, W. 8 Determination of Fiavanones in vs Fruits, portion 


Anal. Chem. 19:476 (uly) 1947 


known tissue distribution of the entire 
a, where the original data referred 


California navel oranges, available all winter, 
are the world’s finest eating oranges— no seeds, 
rich in flavor and vitamins. Easiest to peel, 
slice and section. 


Sunkist Growers + Los Angeles, California 


Sunkist 


Ariana Oranges 
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the key to 


Public Health is 


Here are two new books designed 
to convey the philosophy, 
principles and methods of P. H. practice. 


PUBLIC HEALTH EDUCATION 
Its Tools and Procedures 


Public Health by H. E. Kleinschmidt, M.D. and Savel Zimand . 


‘Campaigning for health—and how it is done’ is the theme of this 

. 2 comprehensive guide and textbook. The authors’ practical approach to 
the problem of health education, its objectives, methods and machinery, 
will give you a thorough knowledge of all the means ond tools at 


your disposal. 
316 pages Price $4.50 


INTRODUCTION TO PUBLIC HEALTH 
Third Edition 


by H. S. Mustard, B.S., M.D., LL.D. 


A background text of facts and figures which clearly defines the 
problems, and provides orientation in public health for physicians, 
dentists, nurses, educators and students. The author presents factual 
material on medical care, childbearing, communicable diseases, tubercu- 
losis and venereal disease. Programs and practices in sanitation, indus- 
trial hygiene and school health service are discussed without burdening 
the reader with administrative details. 


283 pages Probable Price $4.50 
Order now from your bookstore or 
She Macmillan Company 


60 FIFTH AVENUE, NEW YORK 11, N. Y. 


When writing to Advertisers, say you saw it in the Journar 


| 
| 
7 
PUBLIC | 
| 
| 
f 


AMERICAN JOURNAL OF PUBLIC HEALTH 


Service, basic research, a complete line of equip- 
ment—these are some of the important unseen 
things back of each W&T Chlorinator. 


For example, take readily available service. It's 
mighty comforting to a waterworks operator to 
know that back of the equipment which guards 
the public health in his community is always on 
call a man who’s a specialist in chlorinator main- 
tenance—a man who’s personally interested in the 
welfare of the equipment in his territory—a man 
who’s an expert on chlorinator installations and 
instructing personnel in the proper care and 
operation of W&T Equipment. 


That’s what W&T’s Nationwide Service Staff 
means—perhaps one reason so many plants are 
equipped with W&T Chlorinators. 


Representatives Are Conveniently 
Located To Give Prompt Service. 


WALLACE & TIERNAN 


COMPANY, INC. 
CHLORINE AND CHEMICAL CONTROL EQUIPMENT 
NEWARK 1, NEW JERSEY © REPRESENTED IN PRINCIPAL CITIES 


S-68a 
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The general design of this working drawing for medical prac- 
titioner-health officer collaboration will be quite familiar to us 
- of the public health fraternity. That this design can be so 
clearly delineated by a family physician will prove both 
heartening and of practical utility—as an example—for those 
who are concerned with this delicate area of civie diplomacy. 


Preventive Medicine in the General 
Practitioner's Office 


JOHN S. DeTAR, M.D. 
President, Michigan Health Council, Milan, Mich. 


REVENTIVE medicine most as- 

suredly is practiced in the general 
practitioner’s office but is by no means 
limited to the office, because the general 
practitioner’s work spreads out into the 
preventive field in his county medical 
society meetings, in his contacts with 
the local health department, in his mem- 
bership in his local community health 
council, and in his postgraduate training 
sponsored by the American Academy 
of General Practice. 


ROLE OF THE G. P. IN PREVENTIVE 
PROGRAMS 
A general practitioner is supposed by 
some to be a mouse-like individual with 
a chronic inferiority complex about his 
medical status, who sits in the back row 
at medical meetings taking notes with a 
dull pencil on the edge of the morning 


* Presented at a Joint Session of the Academy of 
Medicine of Cleveland, the Cuyahoga County Medical 
Society, and the Health Officers and Medical Care 
Sections of the American Public Health Association at 
the Eightieth Annual Meeting in Cleveland, Ohio, 
October 22, 1952. 


paper. With all the timidity and reti- 
cence supposed to be characteristic of 
my medical classification, I should like 
to admit to you that I believe the gen- 
eral practitioner to be by all criteria the 
most important cog in the preventive 
medicine machine. With his cooperation, 
organized public health projects may 
succeed. Without his cooperation, they 
are doomed before they start. This is 
because it is the general practitioner 
who outnumbers all the specialists com- 
bined, who generally sees the patient 
first, and who is the family counselor 
in medical matters. I hold that this 
broad statement applies to educational 
campaigns conducted by the Public 
Health Service, by the state health de- 
partment, and by the local health unit. 
And if this be true, it might be worth 
while to spend a little time investigating 
his place in the preventive medicine 
picture. 

Actually, I have only one point to 
make, it is this: The general practitioner 
is the key man in the preventive health 
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field. He is generally a very busy man, 
and cannot be expected to perform well 
in specialty fields unless he has had 
special training in those fields, and is 
able to take time from general medicine 
to devote to special medical interests. 
Public health is a special field requiring 
special training, just like thoracic 
surgery. In the preventive field the 
general practitioner relies on organized 
public health experts to map out the 
programs first, then to seek his coopera- 
tion to implement those programs. How- 
ever, in preventive medicine, as in other 
fields requiring special knowledge, the 
G.P. must be educated and led, not 
pushed; he is still quite an individualist. 
The final success of any project in the 
preventive health field depends on the 
close cooperation and the integration of 
the efforts of the leaders in organized 
public health, and of the general prac- 
titioners. 


IMMUNIZATIONS IN THE OFFICE 

If you will forgive personal references, 
I should like to draw on local experi- 
ences; case studies, if you will. I live 
and practice in a little town of 2,500 
people in a county of 100,000 people. 
Four years ago our County Health De- 
partment director informed the County 
Medical Society that immunizations in 
the county were not at the desired level. 
I did not believe him, so I took a sample 
of 100 babies delivered in my practice. 

I was amazed to discover that only 
47 per cent of my own babies, delivered 
by myself, had been immunized at the 
end of the first year of life, despite rou- 
tine instructions to the mothers to bring 
in the children at six months of age. 
Other surveys yielded like reports. In 
order to improve our public health 
standards, the County Medical Society 
agreed to cooperate in immunization 
clinics (free clinics) over the county. 
The plan worked beautifully. Recently, 
after four successful years of free im- 
munization clinics, the County Health 


oF PusBLic HEALTH Feb., 1953 


Department director informed the 
County Medical Society that immuniza- 
tion was at a high level, and perhaps the 
free immunization clinic idea could be 
dropped. The County Medical Society 
refused to discontinue the free clinics. 
This is an interesting commentary on 
the change in attitudes of general prac- 
titioners over the last decade, from one 
of at least disinterested toleration of 
public health efforts, to one of enthusias- 
tic cooperation. 

Parenthetically, I made another sur- 
vey last week of 100 obstetrical de- 
liveries made in 1951 to see if my 
percentage of immunizations had _in- 
creased in the past four years. (It does 
something to a general practitioner who 
is giving free immunizations to children 
at the school to recognize the banker’s 
daughter and the manufacturer’s son in 
the line.) I decided to see if my present 
methods in preventive medicine had im- 
proved my score. I was pleased to find 
that out of 100 cases: 78 had completed 
their immunizations; 3 had completed 
all except for smallpox; 3 had taken 2 
immunizations only; 3 had taken one 
immunization only; 12 had not kept 
their appointments, and only one had 
refused. 

Thus, 87 per cent had responded to 
the system used, which consists of mak- 
ing an appointment for the first im- 
munization two months after the six 
weeks’ postpartum office call. Then, 
on each call, a definite appointment is 
made for the next immunization in one 
month, until all are completed. A post 
card is filled out to be mailed six months 
hence when a booster dose is due. The 
system really works, and I believe my 
patients are average people living in an 
average town. 

My conclusion is this: After a general 
practitioner has made every effort to 
achieve 100 per cent immunization in 
his practice, he should then welcome the 
help of the county health department to 
pick up the stragglers. Then he should 
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cooperate in free clinics for this pur- 
pose. 


OTHER FIELDS OF PREVENTIVE MEDICINE 

Immunizations constitute only a small 
segment of the preventive medicine field 
of the general practitioner. Heart 
disease, cancer, tuberculosis, arthritis, as 
well as psychosomatic disorders, all have 
their preventive phase (or early detec- 
tion phase) and their treatment phase. 
I wonder how many people there are who 
know the extent of the program the gen- 
eral practitioners have set up for them- 
selves in the preventive field—through 
their own organization, the American 
Academy of General Practice. This 
group (only five years old) of over 
15,000 G.P.s has undertaken to raise its 
own standards by a requisite of con- 
tinued postgraduate study to maintain 
eligibility for membership, by intense 
activity in the medical educational field, 


and by constant efforts in the hospital - 


field to preserve for the G.P. the right 
to practice medicine and surgery as per- 
mitted by his special qualifications and 
his license. 


THE AMERICAN ACADEMY OF 
GENERAL PRACTICE 

From the standpoint of preventive 
medicine, you would be interested in 
some of the subjects accorded prominent 
places on the scientific agenda at the an- 
nual meetings of this general practi- 
tioner organization during the past two 
sessions. Dr. Paul Popenoe talked 
about marriage and family relations; 
Dr. William C. Menninger talked about 
the sexual aspects of marriage; Dr. 
Dorothy Baruch talked about new 
methods in child discipline; then they 
engaged in panel discussion on “Coun- 
seling Factors in Family Life.’ This 
entire group of discussions was devoted 
to prevention of disease in the field of 
psychiatry, a preventive treatment 
which must be administered by general 
practitioners or not at all. 


PREVENTIVE MEDICINE AND THE GP 
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Dr. C. F. Gastineau talked on, 
“Obesity and Thinness.” Dr. Richard 
A. Kern discussed “Our Geriatric Pa- 
tients” last year, and “The Forties” this 
year; while Dr. O. Spurgeon English 
talked on “Problems of the Teen-Agers.” 
Dr. George M. Wheatley’s subject was 
“Help Immunize Me Against Acci- 
dents.” 

I mention these titles because they 
represent a distinct victory for the 
forces of preventive medicine; here we 
see the general practitioners, through 
their own organization focusing atten- 
tion directly on the prevention of 
disease—a field occupied 50 years ago 
by only the most progressive of public 
health leaders. 


THE HEALTH COUNCIL IDEA 

We have talked about preventive 
medicine in the doctor’s office, in im- 
munization clinics, and in the physi- 
cian’s postgraduate studies. Where does 
the health council come into the picture 
on the state and community level? Ac- 
tually, the whole health council idea is 
a projection of the concept of preventive 
medicine from the state level down to 
the community level, where general 
practitioners and public health directors, 
and all others interested in health may 
find common meeting ground for the 
solution of their community health prob- 
lems. 

In Michigan, both delegates from 
the State Medical Society to the State 
Health Council are general practitioners. 
Interestingly enough, 2s an example of 
the natural trend toward cooperative ef- 
fort between organized medicine and 
public health, we now find working with 
these general practitioners on the Board 
of Trustees of the Michigan Health 
Council and with representatives of 


farmers, nurses, hospitals, Blue Cross- 
Blue Shield, three outstanding public 
health directors, one from the State 
Department, one from Detroit, and one 
from Ann Arbor. 
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HOW CAN A STATE HEALTH COUNCIL 
CONTRIBUTE TO PREVENTIVE MEDICINE? 
You may feel that a discussion of 
state health councils is far afield from 
my title of “Preventive Medicine in the 
General Practitioner’s Office.” Consider 
this sequence of events: Last year the 
Michigan Heart Association pondered 
over the idea that perhaps it is illogical 
to ask people to go to see their doctors 
once a year for a cancer examination, 
once a year for a heart examination, 
once a year for a diabetes examination, 
once a year for a rheumatism examina- 
tion, etc. Therefore, the Heart Associa- 
tion proposed to the Michigan Health 
Council, which has all these interests 
represented on the state level, that they 
all should be called together te see what 
could be done. 

Action was fast. Representatives of 
the State Medical Society, of the schools 
of medicine, of state associations of 
heart, diabetes, arthritis, cancer, and 
tuberculosis met, discussed, and agreed 
that an examination to be called a “Pe- 
riodic Health Appraisal” should sup- 
plant the various special field examina- 
tions. A hundred questions were boiled 
down to 15—to be answered by the pa- 
tient. Work is in progress now to 
educate the public as to the need of a 
periodic health appraisal, and to educate 
the medical profession as to the need of 
doing an adequate examination when the 
patient presents himself at the doctor's 
office with the completed questionnaire 
in hand. The potentialities of this 
movement are tremendous. 

This type of effort represents a new 
high in cooperation in the field of pre- 
ventive medicine. It all channels right 
down to the general practitioner’s office, 
where cancer and heart disease and 
psychoses may be detected while they 
are still curable. 


THE GENERAL PRACTITIONER AND THE 
PUBLIC HEALTH DIRECTOR—A TEAM 
Preventive medicine, as an entity, 
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certainly cannot be limited either to the 
health director’s office, or to the physi- 
cian’s office. Close, continuous coopera- 
tion between the two is essential if the 
job is to be done. 


TUBERCULOSIS 

I am thinking also of the necessity 
for close cooperation on TB cases. . A 
case is picked up, either by the G.P. or 
in a mass chest x-ray campaign. If the 
state health department discovers it first, 
the physician is notified, calls in the 
patient, procures x-ray follow-up and 
sputum tests, and usually arranges with 
his county health department director 
for sanitarium care if necessary. 


SANITATION 

Or, consider this example of coopera- 
tive effort: At 5:30 a.m. a Traverse City 
physician phoned the health director ex- 
plaining that within the past three hours 
he had seen three patients with severe 
gastroenteritis. The director went im- 
mediately to his office and asked Medi- 
cal Society aid. By mid-morning, a pin 
map was set up showing that all cases 
were falling in one-half of the city. 
Prompt investigation revealed defective 
chlorination in one pump serving this 
half of the city. This case, solved 
within 12 hours, is a beautiful example 
of the cooperation necessary to achieve 
results in the preventive field. 


CONTAGIOUS DISEASE 

In the field of contagious disease fast 
action by both general practitioner and 
health director is often necessary. A 
Barry County physician called his 
health director at 1:30 a.m. requesting 
diphtheria antitoxin. The director was 
at the patient’s home in 30 minutes with 
the antitoxin. The parents allowed 
treatment of the patient, but refused to 
allow immunization of others in the fam- 
ily for religious reasons. The patient 
was saved, but one younger brother died. 
In this epidemic 400 school children had 
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positive throat cultures. Twenty-two 
cases of diphtheria developed, and there 
were four deaths. Here was an instance 
in which the general practitioner and the 
health director worked hand in hand for 
weeks. Neither could have done the-job 
alone. This is also proof of the need 
for more complete immunization. 


CONTAMINATION 

Here is an_ interesting Sherlock 
Holmes story of a physician and his 
health director. One Sunday morning 
a general practitioner was called to sev- 
eral homes where he found evidence of 
food poisoning. He called the health 
director; together they visited several 
homes. They traced all cases to a 
single restaurant. Soon they found that 
gelatin dessert had been ingested by all 
patients. Working together that after- 
noon they found that the chef used 
tartaric acid crystals in his recipe. They 
checked his tartaric acid crystals and 
found that the druggist had provided 
tartar emetic in error. That same after- 
noon they appeared on the radio to- 
gether and explained that the situation 
had been corrected through cooperation 
of physician, health director, restaurant 
owner, and druggist. Incidentally, all 
medical bills were paid by the druggist’s 
insurance company. 

I cite these examples because they 
demonstrate the interdependence of 
health director and general practitioner. 
Each would be at a great disadvantage 
without the other. 


PART-TIME HEALTH OFFICERS 

That brings me to a question which 
was more commonly asked a generation 
ago than it is today: “Can a general 
practitioner, with his increased knowl- 
edge and awareness in the field of pre- 
ventive medicine, also do the job of the 
health department director, together 
with his practice?” 

Considering that one-third of all coun- 
ties in the United States still are unpro- 
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tected by organized public health units, 
the question is still important. Seeking 
an answer, I secured permission from 
my county health director to borrow his 
appointment book. Selecting at random 
one week of last winter (I just hap- 
pened to open to January 14), I checked 
his schedule for the purpose of determin- 
ing if possible, whether I could handle 
public health work in addition to private 
general practice. Here is what I found 
for Monday, January 14: 


8:30—Review of correspondence. 
9:00-10:00—Meetings with individual staff 

members. 

10:05—Meeting with chief public health 
engineer, supervising public 
health nurse, two assistant 
nurses, and office manager to 
plan week's activities. Discus- 
sion of proposed sanitary sewer. 
Discussion of sanitary fill. Dis- 
cussion of impending County 
Medical Society booster im- 
munization program. 

12:00—Luncheon with all staff members 

2:30—Addressed Federation of Wom- 
en’s Clubs on “Activities of the 
County Health Department.” 

7:30 —9:30—-Attended city council meeting to 

advise councilmen on _ rodent 
control, milk and meat inspec- 
tion, restaurant inspection. 


Every day was just like that. Totaling 
up his activities for the week, I found 
the following in his week's activities: 


Office staff conferences—4 

Office conferences with individual callers—9 

Luncheons with office staff—1 

Speeches—1 

Evenirg meetings—3 

Afternoon meetings—1 

Branch office calls—1 

Scout exems—-1 

Meeting to advise on county building code—1 

Hours in teaching public health—3 

Official dinners—1 

Trip to legislature—1! 

Conferences with legislators—2 

Conference and trip on migrant labor prob- 
lem—4 hours 

Meeting with 
trip—-1 

Meeting with group seeking annexation to 
city—1 


subdivision planners, with 
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I asked this director what he did with 
his spare time. He replied that he spent 
most of it on the phone, “concerned with 
everything from state and local legisla- 
tion to citizens’ questions as to why a 
chicken smells when it is purchased at 
a local market.” 

I will confess that I was amazed to 
learn the extent of the work of a county 
health department director. As a general 
practitioner in an average town, with an 
average practice, I am frank to confess 
that I could not do the work of a public 
health officer on county or township or 
community level for two reasons: I do 
not have the time, and I do not have 
the training. It will be a happy day for 
the health of the American people when 
every county in the United States is 
protected by an organized public health 
department. 

CONCLUSION 

Preventive medicine is a broad field, 

and it is becoming more important with 


Herbert F. Traut, M.D., professor of 
obstetrics and gynecology, University of 
California Medical School, San Fran- 
cisco, and George N. Papanicolaou, 
M.D., of Cornell University Medical 
College, New York, N. Y., jointly have 
received the 1952 American Cancer So- 
ciety award “for distinguished service in 
cancer control.” Dr. Papanicolaou was 
cited for his recognition of differences 
between cancer cells sloughed off the 
surfaces of body cavities and normal 
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every passing decade. The prevention 
and early detection of disease are the 
general practitioner’s job. Without his 
cooperation, success in this field is im- 
possible. The G.P. looks to public 
health directors for leadership on the 
local level, for guidance in matters of 
preventive medicine. Both practicing 
physician and public health director 
would do well to capitalize on the most 
potent community force in the preven- 
tive medicine field—the community 
health council. No one has & corner on 
this market; all it takes is a man with 
a purpose and some drive behind the 
purpose. 

Just a word of advice to public health 
directors—when you have a _ good 
project, and you know it is good—and 
you want the support of the general 
practitioners, do not assume we are un- 
willing just because we are slow to jump 
on the bandwagon. Just lead us gently; 
do not shove us. It works better. 


cells, and Dr. Traut for work in develop- 
ing this fundamental information into 
a practical clinical cancer test, now 
widely used in the early diagnosis of 
cancer of certain sites. Drs. Traut and 
Papanicoiaou were the joint authors of 
Diagnosis of Uterine Cancer by the 
Vaginal Smear, published in 1943, which 
gave the early results of their work. Dr. 
Papanicolaou received a Lasker Award 
from the Association in 1950 for con- 
tributions to cancer research. 
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Adequate and competent family medical care services are the 
very foundation of successful public health administration. 


That is almost axiomatic! 


This author submits the thesis that 


such a foundation is insured under a (prepaid) group medical 
care plan in which the family physician plays a major role. 


The Family Physician as the Central Figure 
in Prepaid Group Practice” 


GEORGE BAEHR, M.D., F.A.P.H.A. 


President and Medical Director, Health Insurance Plan of 
Greater New York, New York, N.Y. 


poe the turn of the century, an 
increasing proportion of the medi- 
cal profession has been deserting the 
field of family practice for the special- 
ties. In the last decade or two, this ever 
accelerating rush to the specialties has 
become a stampede until today a large 
majority of the younger physicians in 
urban centers limit their practice to a 
specialty within 10 years after gradua- 
tion from medical school. This is the 
startling revelation of a study by Dr. 
Herman Weiskotten for the American 
Medical Association, which was pub- 
lished in the September issue of the 
Journal of Medical Education. He re- 
ports that the extreme has been reached 
in the City of Boston, where less than 
6 per cent of the physicians who were 
graduated from medical school in 1940 
were found to be in general practice 10 
years later. In Cleveland, only 17.6 
per cent of the medical graduates of the 
year 1940 are still in genera) practice, in 
contrast to almost 60 per cent of the 
physicians who were graduated from 
medical school in 1925. In New York 
City, 19.4 per cent of the 1940 gradu- 


* Presented before a Joint Session of the Academy of 
Medicine of Cleveland, the Cuyahoga County Medical 
Society, and the Health Officers and Medical Care 
Sections of the American Public Health Association at 
the Eightieth Annual Meeting in Cleveland, Ohio. 
October 22, 1952. 


ates continue in general practice in com- 
parison with over 70 per cent of the 
medical graduates of 25 years ago. 
Equally important, the report reveals 
that in contrast with the older men, 
many of whom are part*time specialists, 
most of the younger graduates in the 
urban centers are full-time specialists so 
that little of their time can be included 
in a community’s total pool of general 
practice. 

The trend away from general family 
practice, in my opinion, is due chiefly 
to purely materialistic considerations. 
Among the persuasive material attrac- 
tions, I would include not only the 
economic advantages of specialization 
such as the higher hourly rate of re- 
muneration of the specialist, but the 
more regular hours of work of the spe- 
cialist, his free time for hospital work, 
for educational activities, social inter- 
course, recreation, and last but not least. 
the higher social position of the special- 
ist within the medical fraternity. The 
apotheosis of the specialist has been 
completed by the American Specialty 
Boards, which have set him on a pin- 
nacle far above the common herd of 
medical men. 

Although the declining status of the 
family physician in modern society is 
widely deplored, little constructive ac- 


if 
é 
Vol, 43 


132 


tion has been undertaken which could 
restore him to his rightful place as the 
leader of the medical team. The prob- 
lem is generally interpreted in medical 
and lay circles as the inevitable outcome 
of ‘the times in which we live. The 
family physicians have themselves 
adopted a defeatist attitude by submis- 
sively accepting the title of general prac- 
titioner, which is generally used by the 
public ‘to mean jack-of-all-trades in 
medicine and master of none. I submit 
that the title of Family Physician is 
much more appropriate and more mean- 
ingful, for it implies the necessity for a 
broad clinical experience and an under- 
standing of family life and human be- 
havior, which is the very essence of good 
medical practice. I am personally con- 
vinced that the situation is not hopeless 
and that the family doctor can be re- 
stored to his proper place in public and 
professional regard as the key figure in 
community medical care—but not by 
the feeble devices which have been em- 
ployed thus far. 

The establishment of the American 
Academy of General Practice is a good 
step forward. It helps to elevate the 
failing self-esteem of its members; its 
educational programs are admirable; 
hospital connections for family physi- 
cians which the Academy is advocating 
would enhance their educational oppor- 
tunities. The proposed American Board 
of General Practice might sustain their 
sagging ego by giving them another 
diploma to frame and hang in their 
offices. But these efforts are still most 
inadequate! Let us face the fact realis- 
tically that the place of the family 
physician in the medical fraternity, 
economically, professionally, so- 
cially, will not be materially raised until 
all the professional and social disabilities 
under which he now labors are corrected. 


EPISODIC MEDICINE 
One important element is the current 
practice of episodic medicine. Like the 
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specialist, the family physician, as a 
rule, also waits for patients to seek his 
services for some episode of illness. Be- 
tween episodes, he is often uncertain 
whether he is still the patients’ family 
doctor or~whether ‘they are obtaining 
medical care elsewhere. As he expects a 
fee for each professional service, he 
often fears that anything but a passive 
waiting attitude might be interpreted as 
solicitation. 

A family physician engaged in epi- 

ic practice is tempted to hang on to 
every case, even though a specialist may 
be available who is much better quali- 
fied to treat that particular episode of 
illness. If he ‘must let a specialist have 
the patient, he often feels that he ought 
to have a split of the specialist’s fee as 
a reward for giving up the case. 

Such episodic medicine is fostered by 
the fee-for-service system of remunera- 
tion. Those who argue that the fee-for- 
service system of medical practice is 
essential for the preservation of the 
proper doctor-patient relationship de- 
lude themselves with wishful thinking. 
The reverse is true, especially among 
people of low or moderate income, 
among whom the unpredictable cost of 
medical and laboratory services acts as 
an effective deterrent to a continuing 
relationship between doctor and pa- 
tient. 


PREPAID GROUP PRACTICE 
Prepaid group practice, comprehen- 
sive in scope, which includes family 
physicians as well as specialists and 
laboratories in the group, provides the 
means for eliminating all financial bar- 
riers to a continuing doctor-patient rela- 
tionship. Group practice of medicine is 
a peculiarly American institution, best 
known as a referral or consulting type 
of service staffed by specialists. Referral 
group practice at first encountered 
strong opposition from many members 
of the medical profession because of its 
competitive advantages over the unat- 
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tached specialist consultants engaged in 
solo practice and because it was feared 
that its participating physicians would 
become regimented and be obliged to 
work at low salaries. Actually, many 
of these group practice clinics have, as 
you know, become great centers of clin- 
ical teaching and research and a recent 
study by Medical Economics has 
revealed that the average income of 
physicians and specialists engaged in 
group practice exceeds that of physi- 
cians and specialists in solo practice. 
Today, the resistance within the profes- 
sion to referral group practice has 
largely vanished in the light of expe- 
rience. 

The referral or consulting specialist 
type of group practice does not signifi- 
cantly improve the status of the family 
physician, either economically, socially. 
or professionally, for he practices out- 
side its orbit except for occasional re- 
mote professional contacts. On the 
other hand, group practice which pro- 
vides comprehensive medical care on a 
prepaid basis requires many family 
physicians on its staff, for it cannot 
operate without family doctors as inte- 
gral members of the medical group. Pre- 
paid group practice of this comprehen- 
sive type is today in operation in more 
than a hundred communities in_ this 
country and is providing full medical 
care to about 3,000,000 people. 


PUBLIC BENEFITS OF PREPAID 
GROUP PRACTICE 

Unlike most other forms of voluntary 
medical insurance, prepaid group prac- 
tice plans can, for relatively modest 
premiums, provide medical care of al- 
most unlimited scope in the homes of the 
insured, in doctors’ offices, in the medi- 
cal group’s center, as well as in hospitals. 
The total medical needs of an insured 
population are met by a balanced team 
of family physicians, specialists, and 
technicians trained in a variety of skills 
and technics which today constitute 
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modern medicine. Those members of 
the medical groups who serve under 
these circumstances in the important 
capacity of family physicians have at 
their disposal, without any extra charges, 
the complete laboratory and x-ray facil- 
ities and all the consulting specialist 
services of their medical group. The 
comprehensive medical care which they 
provide for their patients can therefore 
include preventive medical services and 
all the facilities for early disease de- 
tection. 

With most of the communicable 
diseases of early life now under control, 
disease prevention and early disease de- 
tection for our aging population have 
become of major public health im- 
portance. They can be provided by 
family physicians most effectively for 
people of low and moderate income only 
under an insurance plan which is com- 
prehensive in scope and in which there 
are no financial barriers whatever to 
prompt utilization of the available pro- 
jessional services and laboratory facil- 
ities. 

Commercial and Blue Shield medical 
indemnity plans with limited coverage 
have little influence, good or bad, on the 
family physician. They leave his pres- 
ent status unchanged, unless he invades 
the field of the specialists. As medical 
expense indemnity plans chiefly cover 
in-hospital surgical or surgical and med- 
ical services, they provide income pri- 
marily for the specialists. In contrast 
with that, a major share of the dis- 
tributable income derived from insur- 
ance premiums by a prepaid group 
practice plan goes to the family physi- 
cians of the groups. With the family 
physician an equal partner in the medi- 
cal group, his financial rewards approach 
those of the specialists. 


FAMILY PRACTICE UNDER HIP 
You can perhaps better understand 
the operation of such a plan if I give 
you a brief outline of the first five 
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years’ experience of the Health Insur- 
ance Plan of Greater New York (HIP). 
Operating under this voluntary non- 
profit insurance program, there are now 
30 autonomous medical groups in vari- 
ous sections of the city. Altogether, 
they include over 950 physicians and 
specialists, of whom about 400 serve as 
family doctors. These 30 groups today 
are providing comprehensive medical 
care to more than 360,000 persons and 
within the next few months their total 
enrollment will exceed 400,000.* 

Twenty-nine of the HIP groups are 
organized as partnerships in which the 
family physicians are equal partners. 
Family physicians serve on the executive 
committee of all the groups and in seven 
a family physician has been chosen by 
the group to be its medical director. 

HIP receives its premium income 
from insured families with children at 
a fixed family rate without regard to 
the number of children in the family. 
After deducting operating costs and 
legal reserves, it reimburses the medical 
groups on a per capita basis. For ex- 
ample, for a family consisting of the 
parents and five children under 18 years 
of age, the medical group receives seven 
times the capitation. At the present 
annual capitation rate of $24, a group 
which has 20,000 enrollees receives 
about $480,000 a year. By the end of 
this year, when the total HIP enrollment 
will exceed 400,000, the capitation pay- 
ments to the 30 medical groups will ag- 
gregate almost $10,000,000 per year. 

On that basis, the average net income 
of doctors in groups which have reached 
an enrollment of 15,000 or more is at 
least equal to the average net income of 
other practicing physicians in the New 
York area. And this income is secure, 
for it continues during illness, vacations, 
and study periods. 

After covering the operating costs of 


*The Blue Shield in New York (United Medical 
Service), which: provides limited coverage, has an 
enrollment of about 2,500,000 and the Blue Cross 
(Associated Hospital Service) has more than $,000,000 
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their group center, the medical groups 
distribute this capitation income to their 
physician members on an equitable 
salary basis, each group having its own 
formula for distribution. The rate of 
remuneration of those who serve as fam- 
ily doctors approaches that of the spe- 
cialists, the differential between family 
physicians and even the chief of the 
most highly paid specialty service rarely 
being greater than one to two. The 
family physicians and pediatricians, we 
find, render about 65 per cent of the 
required professional services and do 
most of the home calls. It is our opinion, 
therefore, that at least 50 per cent of the 
distributable income of our medical 
groups should properly go to the family 
physicians and the pediatricians who 
actually serve as family physicians for 
the younger children, that is, those up 
to school age. 

In contrast with solo practice, full 
time on HIP work constitutes 40 hours 
a week, spent in seeing patients, in 
travel time, and in completing clinical 
records and reporting clinical data to 
the group. Most HIP physicians are 


_ still on part time, but even those on full 


time may supplement their HIP income 
from the group by additional practice on 
non-HIP patients and by Veterans Ad- 
ministration and Workmen's Compensa- 
tion cases. 

In fact, the fee-for-service income 
derived by HIP family physicians from 
non-HIP patients tends to grow as a 
direct result of their HIP affiliation and 
may create a serious problem. Not only 
older men already in practice, but even 
young beginners who join HIP on a 
presumably full-time basis shortly after 
completing their intern and residency 
training attract such patients through 
referrals from their HIP clientele. Other 
physicians who start out in practice 
usually sit in their expensive offices for 
several years waiting for patients to find 
their way slowly and irregularly to their 
doors. In contrast, the young HIP 
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cessful medical group soon has a panel 
of about 1,000 HIP enrollees for whose 
medical care he receives adequate 
monthly remuneration from his group. 
If his HIP clients find him competent, 
they recommend him warmly to their 
neighbors, relatives, and friends who are 
not so fortunate as to work in an or- 
ganization or belong to a union which 
has contracted with HIP. HIP family 
physicians therefore soon have a dual 
source of professional income. In some 
instances, family physicians have in this 
manner developed too large a practice. 

Medical groups cope with the problem 
in a variety of ways. The partnership 
agreements of the medical groups pro- 
vide that a participating physician may 
be voted out of the group by his col- 
leagues if there are repeated subscriber 
complaints or other sources of dissatis- 
faction with his professional perform- 
ance. HIP also watches over the quality 
and adequacy of medical care through 
its own associate medical directors in 
each borough of the city. In my opinion, 
the problem will be resolved completely 
only when the participating family doc- 
tors and specialists of the groups pool 
all their non-HIP and HIP income so as 
to eliminate competition for the physi- 
cians’ time between the two forms of 
practice. Several of the HIP medical 
groups are moving in this direction, as 
have most of the prepaid medical groups 
in other parts of the country. 

As a medical group becomes success- 
ful, it accumulates a cash reserve and a 
substantial investment in property and 
equipment in which the partners, includ- 
ing the family physicians, have an 
equity. Some of the groups purchase 
group insurance of various kinds for 
their participating physicians, including 
disability and retirement benefits. The 
Health Insurance Plan itself, being a 
nonprofit agency, is now negotiating a 
retirement program for all participating 
physicians. 
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family physician who belongs to a suc- 


Aside from the financial rewards, 
there are other significant advantages for 
the family physicians in prepaid group 
practice. Daily association with the 
senior members of the group and free 
access to all its laboratory and specialist 
services make it possible for them to do 
far better professional work and to 
enjoy a continuing educational experi- 
ence. This is especially true when the 
family physician sees at least some of his 
patients at the medical group’s center 
where the central laboratories, x-ray, 
and physical therapy facilities are lo- 
cated and the specialists have their 
offices. For this reason, two of the HIP 
medical groups require all family doctors 
as well as specialists to have their office 
hours for HIP patients at the group’s 
center. In the other 28 groups, the 
family physicians and pediatricians see 
most of their patients at their own offices 
which are usually located near the sub- 
scribers’ homes. However, they are 
now required by HIP’s Medical Control 
Board to have office hours also at the 
group’s center at least once a week, at 
which time they can bring into the cen- 
ter those patients who present the more 
difficult clinical problems. Some medical 
groups which have recently built new 
group centers have provided office suites 
for the family physicians who serve the 
residents in the vicinity of the center. 
Such physicians have no other office out- 
side the center. This trend is increasing. 

Like the specialists, family physicians 
in prepaid group practice are off duty on 
most evenings and on Sundays and 
holidays. Each physician in turn as- 
sumes this responsibility for his asso- 
ciates. Aside from regular hours of 
work, they have vacations and sick leave 
without loss of income; some have taken 
sabbatical leave for periods of training 
in a special field of medicine, so that 
they may become more valuable mem- 
bers of the group. In this manner, some 
of the younger men have been enabled to 
further their education very materially. 
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cently completed their intern and resi- 
dency training, the professional and 
financial opportunities in prepaid group 
practice are exceptionally advantageous. 
From the first day they join the group, 
their time can be profitably occupied 
with clinical work under the guidance of 
the chief of the group's medical depart- 
ment. The professional skills and tech- 
nical equipment of the entire medical 
group are at their disposal, as in their 
former hospital days, so that they need 
not do professional work for which some 
other member of the group is much 
better qualified. HIP family physicians 
are relieved of obstetrics and of most of 
the burden of pediatrics. Their function 
as family counselors is to provide the 
maximum medical care within their pro- 
fessional capacity, with emphasis upon 
prevention and early disease detection 
and treatment. They are not exposed to 
the temptations of fee splitting and un- 
warranted multiplication of services in 
order to support their families. 


UTILIZATION OF FAMILY 
DOCTOR SERVICES 

When subscribers join HIP, they 
choose the medical group which they 
prefer, usually one of the groups in their 
borough of residence. They then choose 
one of the 5 to 25 family physicians in 
the group of their selection as their fam- 
ily doctor. They are at liberty to change 
their family doctor or to transfer to 
some other medical group. They can 
also drop out of the Plan if they wish. 
The family doctors of the groups have 
the first contact and average about three 
out of five subsequent clinical contacts 
with newly enrolled families who have 
chosen them for their future medical 
care. 

In striking contrast to solo practice 
among people of low and moderate in- 
come, 90 per cent of all families insured 
in HIP have selected a permanent fam- 
ily doctor of record. Solo practice on a 
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fee-for-service basis cannot provide such 
a favorable opportunity for a continuing 
doctor-patient relationship. 

A HIP family physician or specialist 
makes no extra charges to an insured 
person for any medical or laboratory 
service.* In spite of the absence of 
financial deterrents to utilization of 
professional services, subscriber abuse 
has been unusual. The annual utiliza- 
tion rate for the entire insured popula- 
tion now averages 5.2 medical services 
per enrollee, which is not excessive. A 
total of almost 1,500,000 medical serv- 
ices was rendered by the 30 medical 
groups in 1951, of which over 1,000,000 
were rendered by family physicians, in- 
ternists, obstetricians, and pediatricians. 

There has also been little abuse of 
home calls by subscribers. Home calls 
comprise 12 per cent of all services, 
visits to doctors’ offices and group cen- 
ters 78 per cent. It is of interest that 
under this comprehensive form of pre- 
paid medical care only 10 per cent of all 
professional services are required for pa- 
tients who are hospitalized. This is a 
striking indication of the very limited 
benefits provided by those commercial 
and Blue Shield plans which pay physi- 
cians’ bills only for illnesses requiring 
confinement in a hospital. 

Subscriber satisfaction with this form 
of medical practice may be measured by 
the low termination rate. The annual 
termination rate in HIP during these 
five years for all causes, including un- 
employment, change of employment, 
removal from the city, failure to convert 
to individual insurance on reaching 18 
years of age, and dissatisfaction, has 
averaged less than 8 per cent a year. 
What family physician or specialist in 
solo practice can point to such a low 
turnover of patients? 

Perhaps the most significant experi- 


*A $2 fee for night calls requested and made 
between 10 p.m. and 7 a.m. is permitted to control 
abuse if a doctor wishes to charge it. 
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ence with prepaid group practice under 
HIP has been the growing awareness 
among the group directors and the 
specialists that the family physicians 
actually are the keystone in this type of 
practice and that the quality of medical 
care which they provide largely deter- 
mines the reputation and the growth 
potential of the medical group. I am 
convinced by this experience that the 
dignity and the professional status of 
the family doctor can be restored and 
enhanced only by his association with 


A brief report on “The Prevention of 
Rheumatic Fever” has been released by 
the Council on Rheumatic Fever and 
Congenital Heart Disease of the Amer- 
ican Heart Association, New York City. 
The American Public Health Association 
is represented on the Council by George 
M. Wheatley, M.D., of New York, and 
David D. Rutstein, M.D., of Boston. 
According to the report, rheumatic 
fever is a recurrent disease which can 
be prevented. The report is based on 
the general agreement “that both the 
initial and recurrent attacks of the dis- 
ease are usually precipitates] by infec- 
tions with beta-hemolytic streptococci.” 
The prevention of rheumatic fever and 
rheumatic heart disease, therefore, 
depends upon the control of the strep- 
tococcal illnesses. “This may be suc- 
cessfully accomplished by early and 
adequate treatment of streptococcal in- 
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specialists as partners in prepaid group 
practice. 

As the New York Academy of Medi- 
cine concluded in 1947 after a four-year 
study of medical care insurance, prepaid 
group practice is the logical evolutionary 
development of ‘Medicine in the Chang- 
ing Order.”’ Family physicians wherever 
possible should lead the way in its de- 
velopment, for comprehensive medical 
care through prepaid group practice is 
of distinct advantage to them as well as 
to the families whom they serve. 


fections in all individuals and by pre- 
vention of streptococcal infections in 
rheumatic subjects.” 

Pointing out that in the general popu- 
lation at least three per cent of untreated 
streptococcal infections are followed by 
rheumatic fever, the report goes on to 
advocate adequate and early penicillin 
treatment as the method of choice. 
There is a brief review of the epidemi- 


ology, symptoms, signs, laboratory 
findings, as well as the therapeutic 
response. 


Among the recommended steps for the 
prevention of streptococcal infections 
sulfadiazine has advantages, according 
to the report. The use of penicillin is 


also presented, together with its compli- 
cations. 

Copies of the report are obtainable 
from the American Heart Association, 
44 E. 23rd Street, New York 10, N. Y. 
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When health people eat in restaurants—as they must—they 
become the beneficiaries rather than the providers of com- 
munity sanitation. As beneficiaries they will be more than a 
little interested in this study of the capacity of commercial 
dishwashers to remove bacteria from various kinds of service 


plates. 


Bacterial Cleanability of Various Types 
of Eating Surfaces” 


GERALD M. RIDENOUR, Pu.D., ano E. H. ARMBRUSTER 
Associate Professor; Research Associate, Department of Environmental Health, 
School of Public Health, University of Michigan, Ann Arbor, Mich. 


E role of multiple-use eating uten- 

sils in the spread of infections was 
pointed out by Cummings and his asso- 
ciates' as early as 1919, with recom- 
mendations for proper washings and 
sterilization to render them safe for use. 
Since that time various health agencies 
have set up many regulations in an 
effort to secure a bacteriologically safe 
eating utensil. 

All of these regulations emphasize 
that the most important factor in eating 
utensil sanitization is removal of bac- 
teria, ie., cleaning. This is the first step 
in any sanitization process. Subsequent 
steps of disinfection are necessary only 
as the cleaning process fails in its pur- 
pose. This applies whether the bacteria 
are associated with soil or not. Ob- 
viously then, sanitation of a surface will 
be achieved most readily with those sur- 
faces to which the lowest residval num- 
bers of organisms adhere after cleaning. 

Up to the present time, research 
studies on removal of bacteria from 
surfaces have been limited by the lack 
of an accurate means of measuring the 
total bacteria residual present on a sur- 
face. The nearest approach to such a 


* Presented before the Engineering Section of the 
American Public Health Association at the Eightieth 
Annual Meeting in Cleveland, Ohio, October 24, 1952. 


measurement has been the swab-rinse 
procedure,” but errors with its use are 
well known. The swab has been found 
to remove only an uncertain portion of 
the organisms present. Removing the 
organisms from the swab and suspending 
them in a saline solution for subsequent 
plating is an additional problem. And 
finally, by the use of the swab-rinse 
technic for evaluation of a cleaning 
process, only viable bacteria are meas- 
ured. 

The use of radioactive isotopes in the 
tagging of bacteria now makes possible 
a more direct measurement of the actual 
bacteria residual on a surface before and 
after cleaning procedures.** They also 
provide a more accurate laboratory 
method for determining those factors 
which influence the completeness of 
bacteria removal. Final degree of sani- 
tization, be it by heat or chemicals, will 
be most effective on the surface with the 
lowest possible residual contamination. 

The following report gives an account 
of some of the preliminary researches of 
this laboratory on the bacterial cleana- 
bility of eating surfaces of different 
materials by two radiological procedures, 
namely, the radiological count measure- 
ment, and the autoradiographic measure- 
ment. Among the factors studied were: 
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type of material, condition of surface, 
effect of different types of organisms, 
effect of various types of organic soil, 
effect of repeated washings, and effect 
of soil build-up by repeated soiling and 
washing. 

The different eating surfaces studied 
were dinner plates made of china, plas- 
tic, glass, stainless steel, and alumi- 
num. The chinaware was selected from 
six manufacturers’ products commonly 
found in the field. The various types of 
plasticware were obtained from seven 
sources in the same manner. 


Testing Procedure 

The generalized procedure for testing 
under a given set of conditions consisted 
of the application of a suspension of 
radioactive organisms to a plate surface. 
Quantitative measurements of bacterial 
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concentrations on the surface before and 
after a test run were determined through 
the use of appropriate radiological tracer 
technics. 

The suspension of radioactive organ- 
isms was produced by inoculating the 
test organism into a 20 mJ. portion of 
medium consisting of 2 per cent tryptose, 
and one-half of 1 per cent sodium 
chloride, to which had been added 10 
microcuries per ml. of radioactive phos- 
phorus in the form of phosphate. 

After the culture had been incubated 
for 24 hours at 37° C., the organisms 
were harvested by centrifugation. The 
bacteria were then resuspended and 
washed in buffered physiological saline 
to remove any P** which had not been 
assimilated by the cells. This washing 
process was repeated a second time. 

Prior to use, the radioactive organisms 
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Per cent Removal of M. aureus from Various Unworn Eating Surfaces at 60° F. and 160° F. 
Wash without Detergent and 160° F. Wash with Detergent. 


Type of No Detergent 
Surface 60° 


Glass 


China 
China 
China 
China 
China 
China 


AM 


Stainless steel 


Plastic 2B 


Plastic 40 
Plastic 4 4! 
Plastic —A 44 
Plastic -G $2 
Plastic—t 40 


Plastic. -D 


Aluminum 


were resuspended in saline and an assay 
of the resultant specific radioactivity 
made to insure a statistically suitable 
working concentration. One-tenth of a 
ml. of this suspension was then pipetted 
into each test plate. The organisms were 
spread uniformly over an approximately 
18-square inch circular area on the 
center of the plate with the aid of a 
rubber policeman and the seeded plates 
air-dried for one hour. 

Determination of the radioactive 
counts, both initial and final, on the 
plates were made with a specially de- 
signed counting device. (See Plate I.) 
This counting apparatus consisted of an 
electrically cdriven turntable revolving 
at 33 revolutions per minute utder pulse 
receiving thyrode tubes. The pattern 
of tube placement (or counting geome- 
try) made it possible to count uniformly 
an 18-square inch area on the plate 
without magnifying or minimizing the 
true activity at any given point within 
the area. The thyrode counting tubes 
were connected in parallel to a scaler. 

The machine in which the seeded and 
counted plates were tested for cleana- 
bility was a standard commercial dish- 
washer of the revolving jet spray type. 
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0.25 per cent Detergent 
160° F. 160° F. 


56 09 
46 90 
48 99 
65 98 


All operations of the machine were auto- 
matic with a fill of 30 seconds, a wash 
of 90 sec., a drain of 30 sec., a fill for 
rinsing of 30 sec., and a rinse of 30 sec. 
Total time for a complete cycle sequence 
was three and a half minutes. 


EXPERIMENTAL RESULTS 


Different Surfaces 

The first factor studied was the dif- 
ference in bacteria adsorption to the 
surfaces of different plate materials. The 
organism used in this test was a radio- 
active culture of Micrococcus aureus in 
saline suspension. The results of soiling 
and washing in the commercial washer 
are. shown in Table 1 ‘under 3 sets of con- 
ditions; wash at 60° F. without deter- 
gent; wash at 160° F. without de- 
tergent; and wash at 160° F. with 0.25 
per cent detergent. 

The 60° F. wash without detergent 
was selected to be representative of the 
conditions for minimum soil and bac- 
teria removal. The different makes of 
china plates showed removal percentages 
from 37 to 50 per cent. The various 
plastic eating surfaces gave a removal 
range from 32 to 52 per cent. The re- 
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Taste 2 
Per cent Removal of Various Bacteria from Unworn Eating Surfaces with 
Detergent Wash and Rinse at 160° F. 

Type of Micrococcus Bacillus Streptococcus Pseudomonas hevic hia 
Surface aureus subtilis faecalis arruginosa coli 
Glass 990 0904 0904 9044 904 
China E 00. 09 
Stainless steel 07 03 99 00 09 
Plastic -A 91 94.5 %6 95 07 
Plastic B 75 os 
Plastic C Sl 97.5 09 97 97 
Plastic D 56 as 91 OR 07 
Aluminum 66 ol 05 76 on 


movals from the steel and glass plates 
fell in this same range, but the aluminum 
plates demonstrated a high retentivity 
with only an 18 per cent removal. 

When the temperature of the wash 
water was raised to 160° F., the china 
ahd glassware exhibited a significant de- 
crease in organism retentivity. The 
plasticware and aluminumware, how- 
ever, gave no appreciable change indi- 
cating that these surfaces tended to hold 
the organisms more tenaciously under 
these conditions than the china or glass 
surfaces. 

The third condition with 0.25 per cent 
detergent and 160° F. wash water was 
designed to approximate the optimum 
conditions for good soil removal. Under 
this condition the glassware was cleaned 
to greater than 99 per cent; the china- 
ware, 98-99 per cent; and the stainless 
steel plates, 97 per cent removal of 
organisms. The plastic and aluminum 
surfaces were much lower in cleanability 
with removals ranging from 69 per cent 
to a high of 84 per cent. Within the 
plastic group, it appears that certain 
types of plastic eating surfaces retain 
more bacteria than others, even under 
optimum washing conditions. All plates 
used in this experiment were new and 
therefore undamaged in respect to glaze. 


Different Organisms 
To determine whether the retentivity 
of bacteria to various surfaces might be 


dependent on the type of organisms, five 
different organisms were used in identi- 
cal washing tests on a representative 
series of plates. Preliminary studies had 
shown no significant differences in re- 
moval among the various china surfaces 
when washed with hot water containing 
a detergent. Therefore, surface E, of 
the chinaware, was selected as character- 
istic of this class. Plastic surfaces A, 
B, C, and D were chosen as representa- 
tive of varied types of plasticware. The 
plastic surface G, a polyethylene type, 
was dropped from further study at this 
point, because it proved too soft for 
practical consideration. The organisms 
used in this test were Micrococcus 
aureus, Escherichia coli, Bacillus sub- 
tilis, Streptococcus faecalis, and Pseu- 
domonas aeruginosa. All plates were 
washed in 160° F. wate: containing 0.25 
per cent detergent and rinsed in 160° F. 
water. 

The results of this test are given in 
Table 2. In these tests the different 
types of organisms were removed most 
efficiently from the glass surface, fol- 
lowed very closely by the chinaware. 
The percentage removals for glass were 
all 99-+-, and for china from 98 to 99-+-, 
depending on the organism used. The 
plastic surfaces demonstrated quite a 
variation in percentage removal, espe- 
cially with the test organism M. aureus 
which ranged from 56 per cent to 91 
per cent, depending on the type of plas- 


| 
i 


142 


AMERICAN JOURNAL 


tic surface. Regardless of the type of 
surface this organism proved to be the 
most difficult to remove. The organism 
most easily removed from all surfaces 
was E. coli, the usual index organism for 
fecal contamination. 


Multiple Washings 

Since M. aureus adhered more 
strongly than any of the other bacteria 
studied, it was selected for use in further 


studies to determine the effect of re- - 


peated washings on the removal of a 
bacteriological soil. In this test the dif- 
ferent surfaces were soiled with tagged 
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organisms and then washed 5 times in 
the test machine using 0.25 per cent 
detergent at 160° F. in the wash cycle 
and 160° F. water in the rinse cycle. 
plates were permitted to dry be- 
tween washings and the soil residuals 
determined after each wash. A total 
cumulative soil removal of 99-+- per cent 
was considered an end point for that 
series if it was achieved prior to the 
fifth wash. The results obtained with 
unworn plates for the different types of 
surfaces are expressed in Figure 1, as per 
cent bacteria residual after each wash. 
These results’ show that after one 


Alu tour 


Number of Washings 


Ficure 1—Per cent M. aureus Remaining on Various Unworn Surfaces After a Series of Wash- 
ings with Detergent Wash and Rinse at 160° F. 
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Figure 2—Per cent M. aureus Remaining on Various Worn Surfaces After a Series of Washings 
with Detergent Wash and Rinse at 160° F. 


complete washing operation, the residual 
on the glass plates was less than 1 per 
cent. China plates required 2 complete 
wash cycles to attain the same degree of 
cleanliness with 98 per cent of the total 
removal being accomplished during the 
first washing operation. The piastic and 
aluminum plates did not reach the de- 
gree of cleanliness of the glass and china, 
even after 5 washings. There was also 
a wide spread in the results from the 
various types of plasticware. The final 
residuals on the plastic plates ranged 
from 7 per cent for surface A up to as 
high as 43 per cent on surface D. Even 


with this latter surface, the first wash 
removed 45 per cent of the total bac- 
teria. The succeeding 4 washes were 
effective in removing only 12 per cent 
more of the original seeding. In other 
words, 79 per cent of total removal of 
organisms occurred during the first 
washing, with the next 4 washings con- 
tributing only an additional 21 per cent 
of the total removal. This general pat- 
tern followed throughout the entire 
study, with the surfaces most easily 
cleaned showing the greater per cent re- 
moval for the first washing. 

This same experiment was repeated 
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using tagged E. coli which had hereto- 
fore been shown to be more easily re- 
moved than M. aureus. With this 
organism, the first washing removed 99 
per cent of the organisms from both the 
glass and china plates. Removal from 
steel and plastic plates fell in the range 
of 97 per cent to 99 per cent. Removal 
from aluminum was 90 per cent. After 
a second washing, 2 of the 4 plastic sur- 
faces and the steel surface had residuals 
of less than | per cent of the original 
soil. The other 2 plastic surfaces fell 
into this range after the third washing, 
while the aluminum plates failed to drop 
to this point even after the 5 complete 
wash cycles. 


Worn or Scratched Plates 

The previous results were obtained on 
new and unused surfaces. Studies were 
also made on plates from which the glaze 
had been removed. To do this, a set of 
worn china was obtained from a res- 
taurant to allow the extent of natural 
wear to be determined and to serve as a 
comparison for an _ artificial aging 
process. This wear was simulated on all 
surfaces by rubbing with grade 80 B 
carborundum until the surfaces were 
visibly comparable to the naturally worn 
china surface. 

As before, these plates were soiled 
with M. aureus and washed in the test 
machine with a wash solution of 0.25 
per cent detergent at 160° F. and one 
rinse at 160° F. Figure 2 presents the 
M. aureus residuals on the plates ex- 
pressed in percentages at the end of each 
of 5 successive washings. 

Comparison of the results obtained 
with the 8 worn surfaces tested shows 
that the surfaces could be placed in 2 
groups relative to cleanability. In Group 
I, listed in order of maximum cleanabil- 
ity, were stainless steel, naturally worn 
china, glass, and artificially worn china. 
After one complete wash cycle, the resid- 
uals in this group ranged from 2.5 per 
cent to 10 per cent. After 5 successive 
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wash cycles these residuals dropped to 
the range of 1.5-7.5 per cent. The 
plastic surfaces fell into Group II which 
had residuals ranging from 31 per cent 
to 41 per cent of the initially applied 
organisms after one wash cycle. The 5 
successive wash cycles reduced this 
range to a final value of 22—31 per cent. 

The worn stainless steel plates gave 
ah identical curve with that of the new 
steel surface. This may be explained on 
the basis that the mill marks of the new 
stainless steel plates were as deep as the 
marks made by the 80 B carborundum. 
Secondly, there is no actual glaze to this 
material, under which a more porous 
surface may exist as in the case of china 
and plastic materials. 


Removal of Bacteria—Organic Soil 
Mixture 

The preceding data were obtained 
with soil-free organisms. A series of 
tests was devised also to study the effect 
of different types of soil on the removal 
of bacteria from the various types of 
surfaces. Three separate organic soils 
were used with radioactive M. aureus as 
the test organism. Table 3 represents 


Taste 3 


Per cent Removal of M. aureus Mixed with 
Different Soils from Various Worn Surfaces 
with Detergent Wash and Rinse at 160° F 


Oil Soil 
99 
99-4 
99+ 

004 99 + 

ox 

97 97 

98 88 


Milk Soil Fee Soil 
004 


094 


Surface 
Steel 
Glass 
China 
Plastic 
Plastic 
Plastic 
Plastic 
the results obtained when 0.1 ml. of 
these soils were spread over the test 
area of worn plates, permitted to air dry 
for one hour, and then processed through 
one complete washing cycle. 

The significant deduction from these 
data, when compared with previous data, 
is that when the test organisms were 
mixed with an organic soil, bacteria are 
removed with much greater ease. Im- 
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provement in cleanability was pro- 
nounced with the plastic surfaces. 
Though the cleanability of all the dif- 
ferent surfaces approached a more nearly 
equal value with these bacteria-organic 
soil mixtures, differences still existed in 
favor of the china, glass, and steel sur- 
faces over the plastic surfaces. One of 
the plastics (B) approached a cleanabil- 
ity equal to the ceramic surface. 


Removal of Soil Covered Bacteria 

In this series of tests the plates were 
seeded in the usual manner with radio- 
active M. aureus, allowed to dry, and a 
thin film of the egg soil sprayed over 
the entire plate surface. After this film 
had dried, the plates were washed with 
0.25 per cent detergent. 

Three surfaces, glass, china, and stain- 
less steel demonstrated a 99+ per cent 
cleanability as shown in Figure 3. This 
removal for china and stainless steel was 
comparable to that obtained from the 
same surfaces in the absence of the soil 
covering. 


Plastic surfaces A, B, C, and D under 
the same conditions gave significantly 
lower removals, 82, 74, 82, 56 per cent, 
respectively, than the ceramic and steel 
surfaces, but approximately the same 
removal as in the plastic tests without 
organic soil. These same plates ail 
showed at least 99 per cent removal 
when the bacteria were mixed with the 
egg soil prior to spreading on the plates. 

These results indicate that the bac- 
teria are more difficult to remove than 
protein soils, especially if the organisms 
are permitted to gain-.an intimate con- 
tact with the surfaces from which they 
are to be removed. In sonie preliminary 
studies where milk was used as the soil, 
its presence actually increased the re- 
moval of the organisms in the washing 
operation. 


Film Build-up 

Since previous data have shown that 
residual bacteria films may be present 
on all surfaces after a wash cycle or even 
a series of washings, and since the com- 
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Ficure 3—Per cent Removal of M. aureus from Various Worn Surfaces when Deposited Under 
a Protein Soil Film with Detergent Wash and Rinse at 160° F. 
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position of the surface is one of the 
factors in determining the magnitude of 
this film, a series of tests was designed 
to measure possible film build-up from 
successive soilings and washings. The 
first comparison was between new china 
plates and new plastic plates (surface 
B). The plates were soiled with a saline 
suspension of P** tagged M. aureus. 
Each set of soiled plates was measured 
radiologically, washed, and the residual 
bacteria determined. Succeeding soils 
were then put on the plates directly over 
the residuals from the preceding wash, 
and the washing and measuring pro- 
cedure duplicated. This was repeated 
over a series of five soilings and wash- 
ings. 

Table 4 gives the results from these 
operations. The percentages after the 


first wash were obtained by the formula: 


=the residual radiological count 
S = total soil count prior to wash 
X= per cent of soil remaining after the 
washing operation 


The subscript numbers refer to the num- 
ber of the soiling and washing opera- 
tions. The percentage residual due to 
the second soil was calculated from: 


R. — R, 
100 = Xz 


for the third soil: 


The fourth and fifth were calculated in 
a similar manner. The per cent of total 
soil that remained on the dishes after 
the final wash was calculated from: 
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bacteria film build-up on these surfaces 
in relation to the entire amount of bac- 
teria applied in the 5 soils. The 
asymptotic nature of the curves indicates 
an approach to adsorption saturation for 
the organisms. This point was reached 
at retentions of less than 0.5 per cent for 
china A, and 7.2 per cent for new 
plastic B. For worn china A, the re- 
tention was 11 per cent. Worn plastic 
surfaces A, B, and D, gave residual per- 
centages of 45, 34, and 50 respectively 
at the end of the fifth washing. From 
the slopes of the respective curves these 
latter surfaces were not yet saturated 
after the fifth washing. A similar type 
of data has been collected with the use 
of E. coli as the test organism. As would 
be expected, much lower saturation val- 
ues for all surfaces were found with this 
organism. 

The cumulative bacterial build-up is 
also shown in Table 4 in the form of 
per cent residual after each separate 
soiling operation in the series. These 
data indicate the easier cleanability of 
china plates. The new plastic, surface B, 
retained over 70 times as many bacteria 
as the new china, shown by the total 
soils residuals of less than 0.1 per cent 
for china, compared to 7.2 per cent for 
plastic B. The bacteria retention of the 
worn china is roughly comparable to 
that of the new plastic B. In general, 
much more of the first soil applied re- 
mained on the plates than did succeeding 
soils, implying that the film formation of 
bacteria is due to adsorption. 


Comparison of Removal of E. coli and 
M. aureus by Autoradiographic 
Technics 

An interesting phase of this investiga- 
tion, still being developed, is that of an 
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These data are also shown graphically 
in Figure 4, which gives the cumulative 


autoradiographic technic to compare soil 
residuals. Duplication of previously 
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discussed tests by the count method — steel. One series of china was naturally 
have been made using these autoradio- deglazed by repeated usage while the 
graphic methods. other was deglazed in the laboratory. 

Surfaces used were china, plastic This was done to serve as a control on 
(types A, B, and D), glass, and stainless the severity of the laboratory operation. 
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Bacteria Film Build-up from Repeated M. aureus Soil Applications and Washings with 
Detergent and Rinse at 160° F. Expressed as Per cent of Each Soil 


Aster Seil China A ( hina A Plast B Plastic B Plastic A Plastic D 
and Wash New orn Vew « Worn Worn Worn 


I 0.5 22 21 65 65 66 
2 < 0.5 17 ll 44 S4 $2 
3 < 0.5 G 22 $2 $3 
4 <1 2 2 , 27 37 49 
5 < 0.5 4 1 i4 17 

Per cent 

of the 


Soils 
after Final 
Wash 


Plastic D-worn 


Plastic A-worn 


Plastic B-worn 


Cumulative Soil Buildup Based on Total Soil 


—4 


Plastic B-unworn 


Chins A-unworn 


Wunber of Soilings and Washings 


Ficure 4—Bacteria Film Build-up from Repeated M. aureus Soil Application and Washings with 
Detergent and Rinse at 160° F. 
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Astorediogephic comparison of Msureus residushs on different scored 
wurteces with detergent wesh and rime at 160 F. 


MARS Autorediographic comparison of M. aureus residuels on different 
surtaces with detergent,wash and rinse at 160 F. 


The soiling, washing, and autoradio- 
graphs were prepared as in the preceding 
section of this report. 

Plates Il and III present the results 
obtained with M/. aureus. Plate IV (not 
shown) presents the results with E. coli. 
A comparison of Plate III with Plate IV 
confirms the results obtained with the 
Geiger tube counting apparatus in which 


much more soil remained on all surfaces 
when MM. aureus was used than when 
FE. coli was used. In fact, it is almost 
impossible to discern any residual on the 
washed plates soiled with E. coli, while 
the A/. aureus left appreciable visible 
residua!s as measured autoradiograph- 
ically. The plastic eating surfaces 


showed a much higher residual than did 
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the glass, steel, or china, with the plastic 
surface D being the most difficult to 
clean. Probably the most interesting 
observation is the difference in the ease 
of removal of E. coli from all of these 
surfaces as contrasted to the difficulty 
of removal of M. aureus under identical 
conditions. These results confirm those 


shown in Table 2 in which the various 
organisms tested demonstrated different 
removal rates depending on both the 
type of organisms contaminating the 
surface and the type of surface. 


SUMMARY AND CONCLUSIONS 

Due to the lack of an accurate method 
of research measurement, the extent of 
adsorpton and retention of bacteria on 
different types of eating surfaces has in 
the past been largely one of conjecture. 
The best tool available has been the 
swab-rinse, test which has admittedly 
been quantitatively inaccurate and un- 
certain. With the advent of radioisotopes, 
means have become available for obtain- 
ing much more precise quantitative in- 
formation than heretofore possible. In 
the studies herein reported, the bacterial 
cleanability of glass, china, steel, plastic, 
and aluminum have been given, using as 
a means of investigation P** tagged 
bacteria. The means of measurement 
have been the radioactive count method. 
Autoradiographic results are also shown. 

Phases of study include the relative 
retention of different bacteria on differ- 
ent type eating utensil surfaces, different 
conditions of surface, absence and 
presence of organic soil, and soil film 
build-up resulting from repeated soiling 
and washing. 

The results and conclusions 
these studies are as follows: 


from 


1. Some types of organisms may be so 
strongly adsorbed on some surfaces that nor- 
mal methods of dishwashing may fail to 
remove more than a small fraction. 

2. The strength of adsorption varies with 
the type of organism. Some are lightly ad- 
sorbed. Others are strongly adsorbed. Ad- 
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sorption of the organism is specific for a 
surface. 

3. Of the bacteria studied, M. aureus was 
most difficult to remove from a given surface. 
E. coli was the easiest to remove. 

4. Percentage removal of M. aureus in the 
absence of soil from china, glass, and steel 
surfaces, with standard detergency and temper- 
ature conditions, fell between 97 per cent and 
99+ per cent. Under similar conditions, re- 
moval of the sam> organism from plastic and 
aluminum surfaces was between 56 per cent 
and 84 per cent. In the case of plastic eating 
surfaces, a large variation existed among the 
different types. This variation did not exist 
between the china or g'ass surfaccs. 

5. With E. coli, in the absence of soil, the 
ease of removal increased for all the surfaces. 
The removal efficiency varied between 99 per 
cent and 99+ per cent for china, glass, and 
steel and between 90 per cent and 98 per cent 
for plastic and aluminum. . 

6. When the bacteria were mixed with an 
organic soil, the efficiency of removal in- 
creased markedly for all surfaces. When the 
bacteria were overlaid with the organic soil, 
efficiency of removal from plastic surfaces 
dropped quite markedly in relation to china, 
glass, and steel. 

7. When plates were worn or scratched, re- 
moval efficiency decreased for a'l surfaces, but 
the same relation existed between different 
surfaces as with the unworn surfaces. 

8. In respect to bacterial film build-up from 
repeated bacterial soiling and washing, the 
plastic surfaces exhibited a soil build-up many 
times that of china befere saturation was 
reached. 
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Membrane filters have been experimented with for many years 

only very recently have they been perfected to permit their 
use in filtering air. Though this is a highly technical paper, 
others than laboratory workers will also find it useful. espe- 
cially the last part dealing with microbiologic aerosols. 


Application of Molecular Filter Membranes 
to the Analysis of Aerosols* 


ALEXANDER GOETZ, Pu.D. 
Professor, California Institute of Technology, Pasadena, Calif. 


HE use of molecular filter mem- 

branes (MF) in the field of public 
health has caused considerable interest 
during the last 18 months because of 
their application to bacteriological water 
tests, where certain MF types specifi- 
cally developed for this use promise to 
supplement or even in part replace pres- 
ent standard methods. Fairly well de- 
veloped procedures for this purpose 
have been developed already.'' The 
utility of MF’s is, however, not re- 
stricted to the analysis of liquids—in 
fact, it appears, from extended studies in 
the laboratory and the field, that certain 
MF types originally developed by the 
author and his collaborators * promise 
an even more diversified utility in the 
analysis of aerosols. The following dis- 
cussion presents the first brief survey 
of the nature and the application of MF 
membranes to the assay of atmospheric 
environment for suspended particulate 
matter. 

The principal requirement for aerosol 
assays is the quantitative separation and 
the rapid concentration of suspended 
matter regardless of particle size in such 


* Presented before the Engineering Section of the 
American Public Health Association at the Eightieth 
Annual Meeting in Cleveland, Ohio, October 23, 1952 


a manner that the retained “concen- 
trate” is subsequently available for 
analysis and study. 

It appears that the physical properties 
of MF material are uniquely capable of 
fulfilling these conditions. Their brief 
discussion thus appears indicated. 


PROPERTIES OF MOLECULAR 
FILTER MEMBRANES 

In contradistinction to air-screening 
devices, such as fabrics, wire screens, 
etc., where the size of the retained par- 
ticles is determined by the size of the 
more or less uniform interstices, or to 
statistical conglomerates of fibers with 
undefined pore apertures (paper, asbes- 
tos, etc., filters), the molecular filter 
membranes represent dry gels of micel- 
lic structure, the elements of which are 
of molecular order of magnitude, and 
are held permanently without the use of 
binding agents by intermolecular forces. 

The history of the development of 
MF materials starts about 60 years ago, 
with the sole purpose of ultrafiltration of 
liquids. Numerous scientists in many 
countries have contributed to it, mainly 
Bechhold and Zsigmondy in Germany,® 
Elford in England, Grabar in France,® 
and Rossovskaia in Russia.” However, 
until World War IT the use of these 
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membranes remained restricted to a few 
laboratories, due to two basic difficul- 
ties: First the complicated production 
process of these gels has been quite 
empirical in nature, and the resulting 
structure and performance of the mem- 
branes were not strictly predictable. 
Hence, commercial availability was re- 
stricted. Second, all filters of this type 
were structurally stable only as fully or 
partially hydrated gels. Consequently, 
they either required storage under water 
or impregnation with glycerol (since the 
pore structure is altered seriously or col- 
lapses completely upon drying) and re- 
peated extraction in hot water prior to 

Based upon these developments, sys- 
tematic studies of the numerous factors 
controlling the formation of MF mate- 
rial have been conducted at the Cali- 
fornia Institute of Technology, 1947- 
1951. This work has finally led to the 
development of methods which produce 
an almost completely wet-dry stable 
membrane, free from extractable constit- 
uents and for the first time a membrane 
type with a flow resistivity sufficient to 
permit aerosol filtration with sampling 
rates similar to that of fibrous materials 
(paper) used for the purpose. 

The MF types developed for aerosol 
assay (AA types) consist of stabilized, 
dry, cellulose-ester-gel membranes (120- 
160 » thick) up to 8 square feet area, 
entirely devoid of fibrous structure and 
of a uniform and high porosity (80-85 
per cent), dimensionally stable in the 
- wet and the dry state within | per cent, 
and of sufficient permeability to act as 
aerosol filters. The (calculated) num- 

ber of pore openings ranges from 
10®-108/cm*. and can be controlled as 
far as frequency and uniformity are con- 
cerned within narrow margins to suit 
particular applications. The flow per- 
meability of membranes developed for 
aerosol analysis and capable of quanti- 
‘tative retention of particulate matter is 
about 14 cu. ft./sq. ft./min./in. H.O. 
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The internal membrane structure 
represents thus an extremely fine sub- 
microscopic network of great regularity 
bonded by intermolecular linkage,* of 
which only the electron microscope re- 
veals a significant detail. The structure, 
pore size, etc., can be controlled over a 
wide range by the production process. 

Another characteristic quality of the 
molecular filter membranes is a distinct 
difference of the pore structure between 
the two surfaces of the sheet. The extent 
of this difference can be controlled and 
determines the performance of the mem- 
brane significantly. The advantage of 
this (anisomorphous) structure over the 
normal (isomorphous) paper filter or 
filter agents is particularly evident if the 
material retained has to be recovered. 

The primary significance of the MF 
material for aerosol analysis is due to a 
combination of properties which cause a 
unique retention mechanism for particu- 
late matter within the MF surface al- 
most independent from particle size. 
These characteristic properties and their 
utilization may be summarized as fol- 
lows: 

The MF membranes are not affected 
by water, saturated aliphatic, and aro- 
matic compounds, but are structurally 
deformed by «swelling through contact 
with the alcohols and ethers and are dis- 
solved in methanol, esters, and ketones. 
The solubility of the filter matrix in 
acetone, for instance, permits dissolution 
of the membrane after filtration and 
casting it into a thin transparent film 
(within which the retained particles are 
embedded) suitable for support under 
the electron microscope. 

The membranes contain less than one 
per cent of water-extractable substance ; 
an ash content is barely traceable. The 


* Because a generic term for this category of filters 
does not appear to exist, the author suggested several 
years ago the term, molecular filter membrane, since 
the general term, “membrane,”’ obviously does not 
distinguish these highly controlled molecular aggre- 
gates from a large variety of organic and inorganiv 
films of undefined pore structure 
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Ficure 1, a and b—Aerosol filter unit for collecting from aerosol chambers or from free 
atmosphere: 
a. Length Section (air flow from left to right): The rimmed MF (18) is supported by the 
porous carbon plate (10) in the base (2); (18) is held egainst (10) by the lock ring (5) 


while the upper seal of the rim is effected by an O-ring in (3). 
equipped for gas-tight connection if used with aerosol chamber. 


The removable dome (6) is 
For atmospheric samples, 


(6) is removed, so that tht air flow enters at (3). 


b. Disassembled Unit: 
porous plate (10). 


sorptive capacities of MF material can 
be controlled within wide limits by ade- 
quate surface treatment; specifically im- 
portant in regard to aerosol assays is the 
control of the hydrophobic or hydro- 
philic properties. 

The thermal stability of the MF mem- 
branes is fully satisfactory within the 
atmospheric temperature range. Ther- 
moplasticity occurs above 65° C., grad- 
ual decomposition and melting above 
125° C., which prevents the use for the 
analysis of hot aerosols (furnace gases) 
without prior cooling. The membranes 
are inflammable. 


Left, parts (3) and (6): Center, rimmed MF; Right, part (2) with 


Although the MF membranes are 
mechanically quite resistant—fully suffi- 
cient for handling—they are not strong 
enough to withstand the differential 
pressures over nonsupported areas of 
sizes used in general for sampling and 
collection. The membranes are there- 
fore, during sampling, supported in 
holders (Figure 1 a and b) especially 
designed for aerosol analysis, wherein 
the MF rests on a smooth, rigid plate of 
high porosity with a flow resistance 
negligible to that of the MF. As sup- 
port for the uniform and large pore area 
either stainless steel wire screen (325 
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Ficure 2—Length section through photometer for diffuse MF surface reflectivity: 
from (L) passes condensor (C) and color filter (F), is reflected on the sample area (A). 


Light 
The 


photoconductive layer (PH) receives the light scattered at angle of 30°-45° from the MF 


mesh) or preferably, in spite of its 
slightly higher flow resistivity, plates of 
calcined porous coke are used. 

It has been found advantageous to 
attach the membranes for aerosol assays 
to plastic rims because these rims facili- 
tate the handling of the membranes and 
also prevent the loss of deposits, espe- 
cially when the latter rests on the filter 
surface as a loose fluffy dust (Figure 2.). 

For assay purposes it has been found 
most useful to resort to a membrane 
diameter of slightly less than two inches 
(47 mm.), of which a central area of 
9.6 cm*. (equivalent to the area of the 
porous support) is used for filtration. 
The outer rim is forced by the pressure 
difference against the flange of the 
holder to produce an airtight seal. 

If the unsupported use of larger areas 
at low differentials is required, the MF 
material can be laminated to, or incorpo- 
rated into, reinforcing fabrics (glass 
cloth, cotton, etc.). 

The most important factors in a 


surface. (PH) is connected with a potentiometer (B). 


porous material for aerosol analysis are 
its flow characteristics and the effective 
pore size: they determine the sampling 
rate. The MF types developed for aero- 
sol assay have a flow of 0.5-5 
liters /cm?./min. for 1 cm. Hg. differen- 
tial pressure, with a theoretical pore 
number of 5-50 million ‘cm*. and an 
effective pore diameter of 1-4 micron.* 
Flow rate for air was found to increase 
nearly linearly with the differential 
pressure up to and even beyond 40 cm. 
Hg., as is to be expected because of the 
extreme degree of dispersion of the flow 
within the membrane. Hence, relatively 
high differential pressures can be effec- 
tively applied when high sampling 
speeds are required. Up to 10 cu. 
ft./min. have been passed through the 
standard sampling area (1.5 sq. in.). 

It appears that the factor most sig- 


* It must be noted, though, that this pore diameter 
has no direct relation to the minimum particle size 
retained because evidence indicates a slit-like, rather 
than a circular, cross-section. 
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nificant for the performance of the MF 
membranes as aerosol filters is the high 
dielectric constant (about 6), combined 
with a large electric surface resistivity 
and a small capacity for moisture 
absorption of the cellulose-esters. 

The combination of these properties 
is the cause of large electrostatic 
charges which extend throughout the 
membrane when air is forced through 
them. It appears evident that the elec- 
tric field gradients, so produced, con- 
stitute the predominant mechanism by 
which all particles, even if much smaller 
than the effective pore diameters, are 
retained on the membrane surface. 

Also, the optical properties are quite 
different from that of normal filter 
material. Particularly significant. from 
the standpoint of aerosol analysis are: 


1. The high refractive index (ny ~ 1.49— 
1.50) combined with the peculiar surface 
structure of MF membranes causes their visual 
appearance to be bright white with an un- 
usual degree of diffuse reflectivity. As all 
particles are collected within the surface, even 
unweighable quantities of retained material can 
be traced by the resulting change of diffuse 
surface reflectivity. Hence, the application of 
standard methods for the photoelectric meas- 
urement of diffuse reflectivities for the semi- 
quantitative determination of solid content in 
aerosols (smog, etc.) has shown considerable 
promise for the development of sampling 
technics where rapid detection on _ small 
samples is required.* (Further details in 
Figure 2.) 

In close analogy to photometric methods, 
technics for the detection of radioactive de- 
posits are applicable, avoiding the absorption 
of a-radiation within the structure of the usual 
fibrous filters. 

2. The chemical homogeneity of the matrix 
of the MF material causes almost complete 
transparency of the membrane if the pore 
volume is completely filled with ‘a clear neutral 
liquid which has the same refractive index as 


* The MF area required for such reflectivity measure- 
ments with available photoelectric equipment is about 
3 cm? (0.5 sq. in.), iLe., an area through which 
a suitable AA type membrane can pass 1-2 cu. ft./min. 
This quantity of moderately contaminated air can 
alter the reflectivity of the MF surface sufficiently to 
permit quantitative determination of the concentration 
of the contaminants on a previously established scale. 
For higher concentration only a few seconds of sampling 
have proved sufficient for such indications. 
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the membrane. Such preparations permit the 
inspection of the deposit upon the surface of 
the filter with the usual microscopic methods 
for transmitted light. Immersion objectives 
with the highest optical resolving power have 
successfully been applied for the investigation 
of the retained particles. 

3. SimiJar to any highly polished surface, 
the smoothness of (certain types) of mem- 
branes produces at low-angle illumination 
almost no light scattering, especially when 
dyed black. This quality renders the surface 
suitable to the application of reflected dark- 
field illumination for which special technics 
have been developed. (Figure 3 a and b.) 
This technic renders it possible to observe the 
MF surface ultramicroscopically during filtra- 
tion. Contrast and luminosity is sufficient for 
microcinematography. 

As MF membranes can be rendered non- 
fluorescent, similar technics can be applied for 
the tracing of fluorescent particles in aerosols 


THE PERFORMANCE OF MOLECULAR 
FILTERS IN AEROSOL ANALYSIS 

Although the first attempts of sam- 
pling and analyzing aerosols with molec- 
ular filter membranes lie only two years 
back, a variety of performance tests and 
analyses is already available today from 
numerous investigators. Thus, only a 
brief summary can be presented: 

Basically there exist, as is well known, 
two types of aerosols: gaseous suspen- 
sions of solid particles (fumes) and of 
liquid particles (fogs, smokes). Each 
can be studied separately in the labora- 
tory, while aerosols in nature consist 
mostly of mixtures of both, and as such 
can have substantially different proper- 
ties from pure fumes or smokes. Most 
important, but requiring a separate cate- 
gory, are microbiological aerosols. 


Fumes and Smokes 

Regarding the particle retention from 
pure fumes, a test series may be de- 
scribed as typical, as it was conducted 
under well controlled conditions and ac- 
companied by electronmicroscopic trac- 
ing of the particles passing the mem- 
brane: * 


* By courtesy of D. A. Fraser, Division of Occupa- 
tional Health, Public Health Service, Cincinnati, Ohio 
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Ficure 3—Photomicrographs of black MF surfaces in dark-field illumination after passage of 


about 700 Cit ‘cm* of marine aerosol through MF: Salt 
particles on a background of innumerable very small particles are evident. 3a 


The aerosol generator consisted of a 
cobalt arc resulting in particles down 
to 0.01-0.02 », mostly in the form of 
CoO. An MF type developed at CIT 
for the assay of aerosols was used in a 
setup by which constant flow rate (10 
liters/min.) through an area of 9.6 cm*. 
was realized at 3 consecutive days for 
the total duration of 16 hrs. The efflu- 
ent from the filter passed a Greenberg- 
Smith impinger with an electron micro- 
scope screen. Fume density, average 
particle size, and total amount collected 
on the filter surface were measured and 
indicated the following: altogether 1,000 


quartz (white) and tar-like (black) 
125x; 3b, 500x 


liters (34 cu. ft.) passed each cm*. of 
MF surface and deposited there 10''— 
10'* particles cm*., equivalent to 2.35 
mg. of CoO. Each liter contained about 
10" clusters of an average diameter be- 
tween 0.2—0.3 », whereas the constituent 
Cot) particle was about 1/100 of the 
pore diameter. 

The pressure-time function for con- 
stant flow remained linear throughout, 
indicating that under these conditions 
the pressure increase was directly pro- 
portional to the number of particles col- 
lected. A breakdown of the filtering 
capacity was not observed. 
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Only a negligible, if any, number of 
particles passed the filter, estimated to 
1 in 500,000. 

The pressure increased, due to loading 
of the membrane in the first 6 hr., 3.5 
times over the initial pressure caused by 
a passage of 375 liters/cm*. of fume and 
the retention of 5.4 X 10" parti- 
cles/cm*. The filter membrane type 
used has an effective pore diameter 
(theoretical) of 1 » and 8 X& 10° 
pores/cm*. Hence, on an average each 
pore has collected at this time 600 parti- 
cles. The total area of the retained 
particles (as a single layer) would cover 
about 20 times the filter area. In spite 
of this accumulation, which should have 
clogged the filter completely, the mem- 
brane acted as if the effective pore 
diameter had been decreased only by 
30 per cent. . This discrepancy can be 
explained by the loose, “cobweb’’-like 
agglomeration of the particles on the 
MF surface which is typical for fine 
dusts collected by electrostatic forces. 
From a practical point of view this be- 
havior is significant, as it increases the 
filter capacity in spite of surface reten- 
tion and thus postpones clogging. 

The collection of the liquid droplets 
from smokes appears to be quite differ- 
ent from that of fume particles, inas- 
much as it is largely determined by 
affinity of the droplet to the surface of 
the membrane. If wetting contact be- 
tween droplet and MF occurs, the 
former may spread itself over the inner 
surface of the membrane, ultimately 
penetrate the latter, and be partially 
redispersed by the outgoing airflow. If 
the surface tension of the droplets is 
sufficient, it will gradually fill the capil- 
laries of the membrane. In this case, 
the pore volume of the membrane 
(0.09-0.1 cm*. for the standard area) 
determines the upper limit of its ca- 
pacity. If the retained droplet has no 
wetting affinity to the membrane, the 
retention is similar to that of fume par- 
ticles, i.e., the droplets remain on the 
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surface of the MF, but may however 
coalesce into a compact layer which 
sooner or later will seal the pores. From 
this it is evident that the performance 
of MF material for smokes is quite com- 
plex and may only partially be a true 
surface retention. The latter can be 
controlled to some extent by hydropho- 
bic or hydrophilic conditioning of the 
MF in accordance with the chemical 
nature of the smoke. No doubt more 
experimentation in the field of smokes is 
required to understand the retention 
mechanism better than is the case at 
present. 

As a typical example, the filtration of 
tobacco smoke from a cigarette mounted 
on the filter holder (Figure 1), gener- 
ated at a rate of about 1 liter/min., 
collected in 10 seconds an average of 
1.5 10>? gm. of retained matter, or 
about 1 mg./cm*. No trace of passing 
smoke particles could be found. The 
filter clogged completely after 20 
seconds, after collection of approxi- 
mately 0.03 cm*. of liquid condensate, 
equivalent to about 30 per cent of the 
total pore volume. The inlet surface 
was dark brown, whereas the outlet sur- 
face showed barely any discoloration 
with the use of a hydrophilic filter. 

Various aerosol filtrations through 
MF membranes have been conducted in 
the field and a systematic program for 
“smog” analysis is under way at present 
by the Air-Pollution Control District of 
the County of Los Angeles. 

The first tests with MF membranes 
in this field were conducted by the 
Stanford Research Institute ™ : 6—8,000 
cu. ft. were passed through membranes 
of 175 cm*. area under low differential 
pressure (vacuum cleaner) with prac- 
tically quantitative retention of most 
smoke and all fume components at a rate 
of 60-80 mg./1,000 cu. ft. No indica- 
tion of clogging was observed under 
these conditions. 

Similar aerosol assays were conducted 
in the Harbor Area of Los Angeles to 
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determine salt particle concentration 
and other components on black MF sur- 
faces which are reproduced under various 
magnifications in Figure 3 a and b 
under low-angle illumination.* 

Similar experiments have been con- 
ducted for the evaluation of radioactive 
atmospheric constituents, inclusive of 
a-radiation, within Los Angeles, con- 
temporary with the A-bomb tests in 
Nevada during May and June, 1952.7 
The standard AA type membranes in a 
(field type) filter holder were exposed 
in the open (upside down to avoid 
rain, etc.), 10-12 ft. above ground for 
24-123 hrs. continuously, with suction 
from an hydraulic aspirator, at an initial 
pressure of 9” H.O with an approximate 
average flow of 2,000 cu. ft./9.6 cm.*/24 
hrs. The pressure drop increased during 
this time from 7 to 43 per cent 
depending upon the nature of the pre- 
vailing aerosol. It is noteworthy that 
this drop had no relation to the mass of 
particles accumulated on the MF 
(7-15 mg.). This behavior is character- 
istic for varying mixtures of smokes 
and fumes (see above), as they occur 
in nature. 

Each MF was counted for 8—y activ- 
ity; «activity was measured after 
sufficient time had elapsed for the dis- 
appearance of activity from radon and 
thoron daughter products. The final 
a-radiation could easily be measured 
over that of the background level. The 
results determined the department to 
apply this technic to emergency meas- 
ures. 


Microbiological Aerosols 

Probably most important from the 
public health point of view is the eval- 
uation of performance of MF mem- 
branes with microbiological aerosols. 
Accordingly, extended work has been 

* Courtesy of Hughes Aircraft Company, Culver 
City, Calif. 

+ The work was carried out by J. C. Merrell, Jr., 
sanitary engineering associate of the Department of 


Water and Power, City of Los Angeles, under the direc- 
tion of R. L. Derby, principal sanitary engineer. 


done at this Institute in this particular 
sector, partly in artificial aerosols (aero- 
sol chambers), partly in the field.2 The 
following problems, guided these experi- 
ments: 


1. The degree of retention of air-borne 
organisms 

2. Preservation of viability of retained 
organisms 


The former represents a rather sim- 
ple experiment: a bacterial aerosol is 
filtered through an MF and the filtered 
air is then passed through a liquid im- 
pinger. The liquid of the latter is sub- 
sequently filtered through a hydrosol 
assay-type MF and cultured in the 
standard manner.* As test organisms, 
Escherichia coli and Bacillus subtilis 
(globigii) were used: the number of re- 
tained organisms on the MF were calcu- 
lated from the aerosol concentration and 
the air volume filtered. The passed 
organisms retained in the impinger 
were determined by counting the col- 
onies on the hydrosol MF. The re- 
sults indicated that for a _ retained © 
number of organisms varying between 
2 * 10° and 2 & 10° in 5 independent 
tests, 3 resulted in a sterile impinger 
fluid, 1 contained 4, the other 8 or- 
ganisms in the fluid—which supports 
the assumption of a complete retention 
of all air-borne bacteria by the air filter. 
Similarly an aerosol dispersion of a small 
virus (Coxsackie Type A) in a prelim- 
inary experiment could not be traced in 
the filtrate. The MF membranes used 
in these experiments ranged in permea- 
bility from 0.4 2 1/cm*./min. ‘cm. 
Hg. (3 — 14 ft*. ‘ft®. ‘min./in. H,O9. 

The preservation of the viability of 
organisms isolated from air by MF filtra- 
tion is much more difficult to establish 
generally, mainly because of the un- 
known potential viability of the organ- 
ism at the time of arrival on the MF 
surface. Artificial aerosols (aerosol 
chamber) limit the time during which 
the dispersed cell is air-borne to a few 


; 


158 


AMERICAN JOURNAL 


minutes, while natural aerosols can have 
the “age” of hours or days. As the loss 
of viability in the air-borne state can be 
very large, especially for nonspore 
formers, it is to be expected that in an 
“old” aerosol the recovery of organisms 
on the MF’s is larger, because the less 
viable forms are already eliminated prior 
to the contact with the membrane. 

Experiments in the laboratory on 
organisms, air-borne for less than | min., 
were conducted at various humidities 
(11-88 per cent and checked 
against the recovery from parallel liquid 
impingers operated simultaneously. The 
results, too numerous and complex for 
presentation in this paper, can briefly be 
summarized as follows: 

For bacterial spore formers (B. sub- 
tilis), the viable recovery is complete 
and slightly better than in an impinger, 
also apparently independent of the rela- 
tive humidity. 

For an organism rather insensitive to 
air-borne conditions (Staphylococcus 
aureus), the recovery of cells theoreti- 
cally contacting the MF varied between 
50 per cent—100 per cent, i.e., within the 
experimental uncertainty; the recovery 
ratio: MF /impinger control varied be- 
tween 0.9 and 3.1, ie., in most cases 
decidedly in favor of the MF. Variation 
of flow rate through the membrane (1- 
50 min.) did not affect the recovery 
within the error, neither did variation of 
relative humidity. 

For an organism (Serratia marcescens) 
of high sensitivity under air-borne con- 
ditions, particularly against low humid- 
ity, the problem is complicated by the 
dependence on the condition of the cell 
prior to aerosolization: for carefully 
washed (salt free) cells, the total recov- 
ery varies between 2—40 per cent of the 
calculated number, depending on humid- 
ity—-for unwashed cells between 0.1-2 
per cent due to an apparently much 
higher death rate of the latter in the 
air-borne state. Among the cells surviv- 
ing this condition, the recovery for 
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washed cells on the MF was 1-20 times 
(for low and high humidity, respec- 
tively), better than in the impinger, 
while only 5—50 unwashed cells could 
be cultured on an MF for 10,000 recov- 
ered in the impinger fluid. This finding 
can be explained by a “drying-out” 
phenomenon during the period of reten- 
tion on the membrane surface, resulting 
in lethal salt concentrations on the un- 
washed cells—a condition which is ab- 
sent when the cell is captured within a 
suitable impinger fluid. 

This, however, should not affect the 
applicability of the MF technic to 
microbiological aerosol assays in the 
field, as organisms of a high sensitivity 
toward partial dehydration should not 
be a significant component in “old” 
aerosols, i.e., microbiological suspensions 
as they are likely to occur in hospitals, 
public halls, food processing plants, 
pharmaceutic laboratories, etc. Here the 
possibility for in situ culturing, even 
without laboratory facilities,’ and the 
high rate of concentrating the aerosol 
constituents compared with impingers 
would probably outweigh the handicap 
due to cell dehydration on the MF. 

It appears, thus, that the MF, as a 
tool for rapid and simple sanitary aerosol 
assay, bears considerable potential 
promise because of its simplicity and 
economy, so that the expenditure of time 
and effort in a detailed study of its per- 
formance for air-borne organisms under 
a large variety of conditions, as they 
may occur in the field, appears justified. 
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A resolution was unanimously adopted 
at the Annual Meeting of the Associa- 
tion of State and Territorial Health 
Officers in Washington, D. C., December 
8-11, 1952, commending the Profes- 
sional Examination Service of the Ameri- 
can Public Health Association and its 
“important and invaluable assistance 
toward adequate determination of pro- 
fessional knowledge of applicants for 
employment by public health agencies, 
and of physicians applying for certifica- 
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tion by the American Board of Pre- 
ventive Medicine and Public Health.” 
The resolution further recognized “the 
need of continuing this important Serv- 
ice,” and strongly urged financial sup- 
port by member State and Territorial 
Health Departments ‘‘to the greatest ex- 
tent possible within the limits of their 
respective laws and budgets.” It fur- 
ther urged federal health agencies “to 
aid this Service financially as far as 
possible.” 
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During the past five years especially we have read a lot about 
murine typhus as a public health problem. But how much of 
a problem is it really? How many cases are there? The study 
reported here suggests that at first the disease was under- 
reported but in recent years there seems to have been some 
degree of overreporting. 


Epidemiologic and Serologic Appraisal 
of Murine Typhus in the United States, 
1948-1951*T 


GRIFFITH E. QUINBY, M.D., M.P.H., F.A.P.H.A., anpb 
JOSEPH H. SCHUBERT, Pu.D. 
Chiej, Malaria and Typhus Appraisal Unit, Communicable Disease Center, Public 
Health Service, Savannah, Ga.; and Chief, Serology Unit, Communicable 
Disease Center, Public Health Service, Chamblee, Ga. 


URING the last twenty years, vary- 

ing degrees of reliance have been 
placed upon the trends of reported 
typhus morbidity in the United States 
as a measure of the real prevalence of 
murine typhus (see Figure 1). Dur- 
ing the 1930’s, the Weil-Felix agglu- 
tination test was made more widely 
available as the disease became better 
known to practitioners. Within that 
decade, reported endemic typhus trebled 
in two waves. Simultaneously with 
World War II, there occurred a fivefold 
increase over 1930, followed in the lat- 
ter 1940’s, by a precipitous decline 
which has continued to the present. 
During 1951, the reports were at their 
lowest ebb within the last two decades. 
The history of reported murine typhus 
has been confused with that of the 
other spotted fevers and there has been 
extreme variance of opinion as to the 
reliability of reporting as it may reflect 


* Presented before the Epidemiology Section of the 
American Public Health Association at the Eightieth 
Annual Meeting in Cleveland, Ohio, October 21, 1952. 

tA contribution of the Communicable Disease Cen- 


ter, Public Health Service, Federal Security Agency, 
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actual incidence. It is the purpose of 
this paper to present an epidemiologic 
and serologic appraisal of both reported 
and unreported typhus since 1948 in 
order to elucidate this problem of inter- 
pretation. 

Until about 1946, most investiga- 
tors'* concluded that murine typhus 
was an underreported disease. All of 
their studies were conducted in endemic 
areas. Since typhus began its rapid 
decline in 1946, others ** have found it 
difficult to confirm even half of the re- 
ported cases by complement fixation, 
particularly in areas where the disease 
has been decreasing. 

In 1948, Worcester,* collaborating 
with a county health officer, Dr. A. W. 
Graham, found that none of 25 reported 
cases of typhus in Montgomery County, 
Alabama, was clinically consistent with 
murine typhus to a degree sufficient to 
warrant complement-fixation testing. 
He concluded that this, the nation’s 
largest county outbreak for that year, 
was the result of misinterpretations of 
Weil-Felix agglutinations, mostly of low 
titers. 
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In a presentation before the 1951 
Annual Meeting of the Southern Branch 
of the American Public Health Associa- 
tion the senior author® described the 
initiation of the murine typhus appraisal 
program and presented preliminary re- 
. sults for 1948 through 1950. 

In July of 1947, the Communicable 
Disease Center instituted a program of 
appraisal of malaria and other com- 
municable diseases with the collabo- 
ration of 5 southern state health de- 
partments by assigning medical or 
nurse epidemiologists to Alabama, 
Arkansas, Mississippi, South Carolina, 
and Georgia.'° Texas was added to the 
program in 1949, During 1951, sintilar 
epidemiologic service was extended to 
Florida, Tennessee, and Louisiana, thus 
including 9 of the states in which most 
of the typhus occurs, omitting only 
North Carolina and California of those 
states traditionally endemic for typhus. 

The methods and results of the ap- 
praisal of malaria have been described 
previously by the senior author."' Al- 


though primary emphasis was placed 
upon the investigation of malaria, 
secondary emphasis was devoted to 
typhus. Large groups of supposed 
typhus cases were studied and appraised 
in 1947 and 1948, but individual case 
appraisals were not recorded on cases 
occurring before 1948. 

The objective of the typhus appraisal 
program was to confirm as many re- 
ported typhus cases as possible by clin- 
ical and laboratory means. In addition 
to investigating official reports, all re- 
puted cases, and in some states all 
significant titers of Weil-Felix were 
sought out. Cases confirmed by com- 
plement fixation were used to select 
areas for rodent and flea control and to 
determine the efficacy of the control in 
terms of trends of murine typhus in 
human beings. 


METHODS OF APPRAISAL 
During this study, cases were found 
to have been reported generally on 
clinical grounds alone. Rarely was a 
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case confirmed by complement fixa- 
tion before it was officially reported. 
For purposes of this study, an officially 
reported case is one whose appraisal was 
made after the interception of the 
morbidity data anywhere along the 
channel between the local reporting 
physician and its ultimate destination 
in the morbidity tables of the U. S. Pub- 
lic Health Service in Washington, D. C. 
Throughout the states participating in 
this study, there was variability in the 
technics of performance and interpreta- 
tion of the Weil-Felix test. The states 
had evaluated the reliability of very few 
laboratories. Only Florida, Texas, and 
Tennessee performed complement fixa- 
tion in their own states. Other states 
sent their sera to the Communicable 
Disease Center, Serology Laboratory, 
Chamblee, Ga. 

The identification data of officially 
reported cases were obtained from the 
morbidity report card in the state or 
local health department. Next the clin- 
ical and laboratory data were procured 
from the physician. Since confirmatory 
serologic tests generally were indicated, 
this service was offered to the physician 
as a function of the state health depart- 
ment. On as many cases as possible, the 
serology was followed for as long as 
from 3 to 6 months to detect delayed 
antibody formation. Lastly, the epi- 
demiclogic appraiser visited the home 
and the place of occupation of the pa- 
tient, and recorded the symptomatology 
and environmental circumstances of the 
occurrence of the case. Then, each case 
was appraised as to its degree of posi- 
tivity in one of the 5 categories as 
follows: 


Positive-—-A case has been appraised positive 
if it were clinically consistent with murine 
typhus and corroborated by complement fixa- 
tion at least to a 1:4 titer, ideally showing a 
rise in titer during convalescence. 

Presum ptive—Cases clinically consistent, in 
the opinion of the state epidemiologist, 
but lacking complement-fixation confirmation, 
were appraised as presumptive. 
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Doubtful—Cases without a clinically con- 
sistent history and without complement-fixa- 
tion confirmation were appraised as doubtful. 

Not Typhus—-When there was corrobora- 
tory evidence of some other disease, or strong 
clinical impression ruling out typhus with 
negative complement fixation, the appraisal 
was not typhus. 

Incomplete—Cases with fragmentary clinical 
data were appraised as incomplete even though 
they may have been accompanied by negative 
complement fixation. 


Records were made of the exact tech- 
nic of complement fixation used in the 
various laboratories. These data were 
not always obtainable by field personnel. 
Moreover, in recent years, it is becoming 
evident that the appearance of comple- 
ment-fixing antibodies may be delayed 
by the administration of certain of the 
newer antibiotics. For this reason, cases 
treated with antibiotics have been 
counted as complement fixation tested 
only if tested 90 or more days after 
onset, and untreated cases if tested 30 
or more days after onset. 

Since the various technics of the com- 
plement-fixation test varied in sensitiv- 
ity from laboratory to laboratory and 
from year to year, according to chang- 
ing antigens and technics, it has been 
necessary to adopt a liberal arbitrary 
level of 1:4 as indicative of typhus when © 
a clinically consistent history was ob- 
tained without rickettsial vaccination. 
Immunized individuals with titers under 
1:32 had to show at least a fourfold rise 
to be called positive. 


RESULTS 

Over the 4-year period, a total of 450 
reported and unreported cases were ap- 
praised, 35: reported and 99 unreported, 
in 8 of the 9 states provided with epi- 
demiologic personnel for this purpose. 
Only Louisiana did not submit ap- 
praisals of typhus cases. (See Table 1.) 

Of the 351 reported cases, it was 
possible to procure sera sufficiently long 
after onset from only 230 reports, of 
which 133, or 58 per cent, were positive 
to complement fixation and clinically 
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Table 1 


Appraisals of Reported and Unreported 
Murine Typhus Occurring from 1048 
Through 1951 in Eight 
Southern States 


Per Per 
cent Not cent 
Ap- CF No. Posi- Ty- not 
praisals Tested Pos. tive phus Typhus 
Reported 351 230 133 58 57 25 
Unreported 99 40 13 33 16 40 
Total 450 270 146 54 73 27 
consistent. The titers ranged from 1:4 


to 1:20,500 with fairly equitable dis- 
tribution at all levels except the higher 
ones. Fifty-seven, or 25 per cent, were 
appraised not typhus. Nine cases, how- 
ever, were confirmed as Rocky Moun- 
tain spotted fever. Other misdiagnoses 
occurred less frequently, such as un- 
dulant fever. rat-bite fever, genito- 
urinary infections, tularemia, infectious 
mononucleosis, etc. 

Of the 99 unreported cases, 40 were 
suitably tested, and 13, or one-third, 
of the tested cases were serologically 
and epidemiologically confirmed. Six of 
the 13 unreported confirmed cases were 
from Alabama, 6 from Georgia, and 1 
from Florida. As would be expected, 
a-larger proportion, 16 or 40 per cent 
of the unreported tested cases were ap- 
praised as not typhus. Mostly the dif- 
ferential diagnoses were chronic pyelitis 
and acute upper respiratory infections: 
2 were measles. 


DISCUSSION 

Published evidence is available from 
areas of moderate to high endemicity for 
murine typhus that it has been under- 
reported particularly before 1946. Some 
of these studies lacked complement- 
fixation confirmation and are therefore 
open to some question as to the degree 
of underreporting. 

Since the objective of the appraisal 
program was to locate and confirm 
murine typhus, priority of investigation 
was given to those reports, rumors, and 


Murine TypHus 


163 


preliminary laboratory results indicating 
the greatest likelihood of being bona 
fide cases. The percentage of those 
which would confirm depended on the 
source of the original lead to the case. 
The laboratory reports of the Texas 
State Health Department produced a 
high rate of confimation when their 
results were used as original source data. 

A special effort was made to detect 
association of proved cases in time. 
place, or person, thus defining areas 
considered as outbreaks. This was suc- 
cessful only as follows: 


Year Cases 
Brundidge, Ala 1950 2 
Samson, Ala. 1951 2 
Santa Rosa County, Fla. 1951 2 
Columbia, S. C 1951 6 


This nation-wide epidemiologic pic- 
ture of the decline of clinical typhus 
and lack of association of confirmed 
cases is a dramatically changed one from 
the early 1940’s when murine typhus 
was epidemic in many southern cities 
and counties. Even though cases were 
followed serologically at least 90 days 
and frequently longer than a year, it is 
quite possible that some of the cases 
which are herein regarded as nonpositive 
may have been early treated bona fide 
murine typhus. More data will have 
to be accrued before a valid measure of 
this factor can be obtained. 

However, at least 25 per cent of the 
reported cases tested were appraised as 
not typhus, indicating that some degree 
of overreporting exists particularly in 
the areas of sporadic occurrence of 
typhus. Many other cases in the, pre- 
sumptive, doubNul, and  inconeplete 
categories could be expected to increase 
this percentage of overreporting. 

In addition to the objective data 
presented herein, the clinical and epi- 
demiologic impressions of the appraisers. 
7 doctors and 6 nurses. are of interest. 
Cases were originally selected for in- 
vestigation according to the probability 
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that they might be confirmed. Many 
cases, both reported and unreported, 
went uninvestigated because evidence 
was not sufficient to support even re- 
motely the clinical impressions formed 
by the first diagnostician. Certain prac- 
titioners were prone to label measles, 
drug rashes, or some other conditions as 
murine typhus merely because proved 
murine typhus was formerly common. 
Certain of the investigators noted that 
murine typhus had replaced malaria as 
a wastebasket diagnosis. Even the low- 
est titers of Weil-Felix were used as the 
basis of contention by some physicians 
that a fever of undetermined origin was 
due to murine typhus, particularly in the 
one state which issued Weil-Felix re- 
ports which read “Positive for Brill’s 
disease,” designating the titer obtained. 
For these and for many other reasons, 
not possible to present in a paper of 
this scope, the epidemiologic investiga- 
tors were of the opinion that typhus has 
been an overreported disease in recent 
years with the possible exception of a 
few restricted areas in Texas, Alabama, 
and Georgia. 

Whatever the present quantitative 
relation is between overreporting and 
underreporting of typhus, it must still be 
ascertained with more extensive and in- 
tensive appraisal of communicable 
disease reports and a better measure of 
unreported typhus. If typhus continues 
its decline since 1946 and its disappear- 
ance from previously endemic areas, 
relatively more overreporting may be 
anticipated, as has been the case with 
smallpox, dengue fever, and malaria. 


CONCLUSIONS 

1. Evidence that typhus has been an under- 
reported disease was collected by previous 
workers from areas of moderate to high 
endemicity, principally before 1946. 
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2. From 1948 through 1951, 351 reported 
and 99 unreported cases of murine typhus were 
appraised in 8 southern states. After comple- 
ment-fixation testing, 58 per cent of the re- 
ported cases and 33 per cent of the unreported 
cases were confirmed. 

3. At least 25 per cent of the reported cases 
tested were appraised as not typhus. 

4. Some degree of overreporting has been 
discovered in recent years, especially in areas 
no longer endemic, where the disease is now 
only sporadic. 

5. The determination of the degree to 
which areas of underreporting of typhus may 
tenc to balance those of overreporting must 
await more intensive and extensive com- 
municable disease appraisal. 
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Satisfaction in the knowledge that only two small outbreaks 
of psittacosis have occurred (in one state) since the relaxing 


of federal regulations for the importation of parrots and their 


bird-family relations, will be somewhat dam 


ned by the news 


that dealing in these birds, often illegally imported and 


“cured” with antibiotics, is becoming big business. 


A Recent Outbreak of Psittacosis in 


Upper Westchester County, New York” 


THEODORE S. DRACHMAN, M.D., F.A.P.H.A. 
First Deputy Commissioner of Health, Westchester County Department of Health, 


HE title refers to two apparently un- 
related small outbreaks of psittacosis 
which occurred simultaneously in north- 
ern Westchester County. Three cases 
each appeared in the City of Peekskill 
and the Village of Ossining, eleven miles 
apart and these are, thus far, the only 
ones in upstate New York definitely 
attributable to psittacine birds placed on 
sale since the repeal of restrictions in 
the New York City and New York State 
Sanitary Codes.’ 

The importation, breeding, sale, or 
offer of sale of birds of the psittacine 
family had been prohibited in both 
jurisdictions since 1938, but these regu- 
lations were revoked effective January 
1, 1952, for New York State and on 
February 5, 1952, for New York City. 
These steps followed the modification of 
U.S. Public Health Service regulations 
whereby foreign quarantine of such 
birds was made more lenient and inter- 
state restrictions completely removed, 
except for the requirement that any ship- 
ment of psittacine birds must be accom- 
panied by a permit from the state health 
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department of the state of destination 
where required by such department.* * 

The New York State Department of 
Health justified its action in part by the 
following considerations: 


1. The diminishing public health importanc« 
of psittacosis. For that matter, it never was 
a very important health problem. 

2. The availability of adequate therapeutic 
drugs, such as penicillin, aureomycin and 
chloromycetin, all of which have been shown 
to be effective in treatment of human and 
avian cases. 

3. The discovery during the past decade of 
widespread reservoirs of psittacosis virus in 
other birds, including roughly 50 per cent of 
the pigeon aviaries throughout the country, 
33 per cent of the Long Island duck popula- 
tion, and frequent infection of chickens, sea 
gulls, canaries, etc. 

4. The negligible evidence that the strain 
of psittacosis virus recovered from psittacine 
birds differs, or is more virulent than strains 
from other bird species, or for that matter, that 
psittacine birds are more of a hazard in terms 
of transmission of the disease. 

5. The practical difficulties or impossibilities 
of adequately enforcing interstate quarantine 
regulations” 


Shortly after the removal of these bar- 
riers large and unestimated numbers of 
psittacine birds, were brought into New 
York State and placed on sale at various 
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Clinical and Related Data, Peekskill Psittacosis Cases 


Date of 
Onset 


1952 Age Sex Chills 


5/7 43 2 xX 
5/8 53 P xX 
Cc 5/12 67 x x 


sales outlets, especially pet shops and 
department stores, without health de- 
partment supervision. Early in April it 
was learned that human cases of psitta- 
cosis had appeared in Minnesota and 
Connecticut related to*birds purchased 
at farms in Florida where the disease 
wes endemically® and epidemically 
present. A survey was made by the 
Westchester County Department of 
Health of the psittacine birds then on 
display in stores in the northern district 
and all were found to be apparently 
healthy, although earlier one parakeet 
had died at an Ossining store and its 
body had been destroyed without exam- 
ination. 


PEEKSKILL OUTBREAK 

On May 19, 1952, the department was 
informed that illness had appeared 
among the parakeets at a Peekskill chain 
department store, that deaths had oc- 
curred among them, and that a patho- 
logical diagnosis of psittacosis had been 
made on one of the dead birds at a poul- 
try laboratory to which it had been sent 
by a local veterinarian. Coincidentally 
it was brought out that the manager and 
two employees were, or had recently 
been quite ill, with symptoms resembling 
pneumonia. An immediate investigation 
was begun and control measures insti- 
tuted in advance of definite proof as to 
the nature of the ilinesses in birds and 
human beings. All public sale of birds 
was halted, and the birds were removed 
from the main floor of the store and 
placed in isolation in a hallway near the 
roof of the building to which access was 
prohibited. 


Principal Symptoms 


Fever Cough 


Antibiotics 

A. 
Aureo- 
mycin 


Type of 
Contact with 
Birds 


Direct and 
Indirect 
Direct 
Indirect 


Peni- 
cillin 


Head- 


ache Relapse 


x 
x 


x 
x x 
N 


Daily inspections were made by a de- 
partment veterinarian. Four more para- 
keets died and were shipped to the State 
Division of Laboratories for examina- 
tion. Shipping technic consisted of 
wrapping birds in rags soaked in cresol 
and packing in dry ice. An infectious 
agent having the properties of the psitta- 
cosis-ornithosis group of viruses was 
isolated by the laboratory in adult mice 
and embryonated eggs from one (V2145) 
of the parakeets. No new confirmed 
cases of psittacosis occurred after the 
control measures were adopted. Isola- 
tion of the birds was lifted when all 
those remaining had been well for about 
eight weeks and they were then returned 
to the distributor as the store manage- 
ment did not wish to continue this busi- 
ness. It was also determined that a 
section of the County Sanitary Code 
prohibited the keeping of the birds in 
the same room with the lunch counter.’ 

The three patients were found to have 
typical pneumonitis symptoms in which 
chills; fever, and cough were prominent. 
The illness was mild in one case, mod- 
erate to severe in two. One patient suf- 
fered a sharp relapse. This is not un- 
common in psittacosis.. Two of the 
patients, the store manager and a woman’ 
who worked in the receiving department, 
had direct and prolonged contact with 
the birds. The third, a dishwasher, had 
only indirect contact. His symptoms 
were mild and he recovered after a few 
days without antibiotics. The other two 
patients were treated amply with anti- 
biotics. Both made reasonably satisfac- 
tory recoveries. 

Serial blood samples at intervals of 
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Complement-Fixation Test Results with Lygranum Antigen, Peekskill Psittacosis Cases 


Date Date 

Collected Received 

Patient 1952 1952 
Neg 5/29 5/31 
6/20 6/23 

7/il 14 

Not Given 22 

5/29 4 

6/12 13 

7/10 11 

§/27 29 

6/20 23 
/16 


>I161 


Titer on Date Examined 
6/23 


Rise ww 
Fall in 
6/24 2 Titers 
13 2 

20 27 2 Mixed 


Rise 10.97 


is4 
54 Fall 4.5% 


* Q fever and cold-hemagglutination test showed titers of four or less. 


t Patient had relapse. 
+ Convalescent Samples. 


about three weeks were submitted to 
the laboratory for complement-fixation 
tests. Besides the initial examination, 
all blood specimens from a single indi- 
vidual were examined on the same day 
in order to detect rise or fall of antibody. 
Since absolute serum titers vary from 
day to day due to inherent conditions in 
the test, it is the relative rise or fall of 
titers which is significant.’ As will be 
seen from Table 2, a 10.9-fold rise in 
antibody titer occurred in Patient B 
(suffering a relapse) and a 4.5-fold fall 
in Patient C with lygranum antigen. 
These results are considered indicative 
of recent infection with the psittacosis- 
ornithosis group of viruses. Patient A’s 
serological spectrum in four examina- 
tions showed a mixed and irregular titer 
elevation, the interpretation of which 
was less precise, indicating that he had 
at some time experienced infection with 
this group. Clinically and epidemiologi- 
cally, however, there seemed no room for 
doubt that his recent illness had also 
been psittacosis. Intensive antibiotic 
treatment may have suppressed or al- 
tered antibody formation in this patient. 
Duration of illness was from one to 
several weeks with some additional delay 
in complete restoration of health. The 
sera of these three patients were tested 
for Q fever and cold hemagglutination 
with negative results. 


The investigation included detailed 
personal questioning of all other store 
employees, with special emphasis on any 
illnesses among them since February 5, 
the date on which the first shipment of 
birds had been received. In all, 54 
such employees were interviewed not 
including two persons who had ceased 
their employment there and were not 
available. Thirteen of them had had 
what were classed as suspicious illnesses, 
with upper respiratory symptoms, pos- 
sibly resembling psittacosis. Paired in- 
terval blood samples were obtained upon 
twelve of these, of which only one 
showed an elevated titer (20) declining 
twofold plus in comparison with the 
second sample (17 to 8). This is con- 
sidered too low for interpretation. Dates 
of onset of illness in this group are 
shown in Table 3. It will be noted that 
four of these onsets occurred between 
the dates of May 6-10, two on May 20, 
and one on April 21. Thus seven out of 
thirteen onsets took place within a one- 
month period, of which four were within 
a five-day period, in an inquiry covering 
over four months. The four onsets of 
May 6, May 7, May 7, and May 10 
falling exactly at the time of the proven 
cases would seem to be especially sig- 
nificant. Of the three who permitted 
blood sampies to be taken all were nega- 
tive for cold hemagglutination but one 
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showed the slight elevation and twofold 
fall of titer to lygranum antigen referred 
to above. All four had typical clinical 
symptoms and were treated with anti- 
biotics. One of them, in fact, was re- 
ported as psittacosis by her private 
physician. They are not, however, ac- 
cepted as cases in this study, because 
of the absence of confirmatory labora- 
tory data. It is possible that later com- 
plement-fixation test results may indi- 
cate psittacosis in one or more of the 
four. It is stated that commercial 
lymphogranuloma venereum serum often 
does not react with human sera which 
has given strongly positive reactions 
with the psittacosis antigens."° Virus 
isolation studies which might have elic- 
ited definite proof were not available 
to us because the patients and serious 
suspects were not seen during the acute 
phase and had been treated with anti- 
biotics. 

Two other employees interviewed had 
had some sort of illness which was listed 
as questionable, rather than suspicious. 
Of these, one showed a titer with lygra- 
num antigen of 21 declining to 11, or 
almost a twofold fall but too low for 
interpretation. Her onset was May 12, 
cold hemagglutination-negative. Three 


Initials Date o! Treated 
of Onset with with Birds mn 
Suspect 1952 Antihiotu s Store 


Ves Indirect 
M. B. 3/3 Yes Direct * 
A.P 3/26 No Indirect 
42 No Indirect 
5/6 Yes Indirect 
DM 57 Ves Dire-t * 
E.W. 5/7 Ves Indirect 
M.M. Yes Indirect 
§/20 No Direct * 
J.T $/20 No Indirect 
5/31 No Direct 
B.C. 6/8 Ves Indirect 
L. H. 6/8 No Indirect 


and cared for birds 


Taste 3 
Dates of Onset of Psittacosis Suspects, and Related Data, Peekskill Outbreak 


Type af Contact No. of Results 


* Neg. indicates titer of less than cight with Lygranum 
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other employees who had not had any 
illness resembling psittacosis were also 
tested and found to have no titer eleva- 
tion. This was the only control group 
available. 

Table 4 gives information regarding 
the receipt of birds at the store. The 
first shipment was received on February 
5 and the last on May 28. A total of 
173 birds were received in nine ship- 
ments, of which 16 were male canaries, 
72 Java finches, and 85 parakeets. It 
seems obvious that the infection 
stemmed from the shipment of 25 para- 
keets on April 25 for these reasons: 
These were the first birds to become ill 
which they did shortly after arrival. The 
proven and probable cases of human 
psittacosis began occurring early in May 
or within less than two weeks from the 
receipt of this shipment. The next pre- 
vious arrival of parakeets at the store 
had been almost one month earlier with 
no known human or avian psittacosis 
resulting and presumably most of these 
had been sold. Parakeets were the only 
birds to become ill. Of course latent in- 
fection may have been present among 
the canaries or finches but there is no 
evidence bearing on this possibility. The 
next parakeets were received on May 


Results, Cold 
Blood Samples Lygranum He magelutination 
Submitted Antigen Test 


Neg.? N.D. 


? 


Elevated 

2 Neg. Declining 
Elevated 

2 Neg Declining 

2 Neg Neg. 

2 Neg Neg. 

0 

Decl. titers 

2 Inter. Ques Neg. 

2 Nex Neg 

2 Nex ? 

2 New. Neg 

1 Nex N.D 

2 Nee Neg 
Elevated 

2 Neg Declining 


a 
I 
‘Cend 


Date Vumbers and Types 
Shipment 
Shipment Received Male Java 
Number Canaries Finches Parakee 


1 2/5 6 
2 3/14 

3/15 10 10 
4 3/29 0 
5 4/18 l 
6 4°25 25 
7 5/13 
9 24 


Total 173 


13, which was after most of the illness 
had already occurred. 

A total of 27 birds became ill, of 
which 13 died and 14 recovered. How- 
ever only five of the dead parakeets 
were available for examination, the 
others having been previously destroyed. 
After general isolation of the birds had 
been instituted, those that became ill 
were removed from the larger cages and 
kept in individual separated cages until 
death or recovery. 

No records were available as to how 
many birds from each shipment had 
been sold, nor the dates and purchasers. 
For this reason, it was impossible to 
follow up purchasers to determine if and 
when illness had occurred among them 
or their families. Peekskill is the 
center of an extensive shopping area and 
it is possible that infected or ill birds 
may have been carried considerable 
distances and into other counties and 
states. However, since there were 13 
deaths and 35 returns of birds to the 
distributor, it is assumed that 125 birds 
of all types were sold to customers. 

Table 4 indicates all that could be 
learned about where the birds came 
from. Seven of the nine shipments to 
the Peekskill store had their immediate 
origin in New York City, one in Mis- 
souri, and one in New Jersey. An attempt 
was made to ascertain the breeding 
places from which the birds had been 
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Receipt of Birds at Store, by Dates, Numbers, Types, and Points of Origin, Peekskill Outbreak 


Birds 


Immediat 
Origin o 
Shipment 


Where Bred 


New York City 
New York City 
New York City 


Singapore 


California 


Missouri Missouri 

New York City Singapore 

New York City North Carolina and Florida 
New Jersey Texas 

New York City Singapore 

New Vork City singap 


sent to the local jobbers. This proved 
to be California in the case of the March 
15 shipment of 10 parakeets, probably 
Missouri in the case of the March 29 
shipment of 20 parakeets, and Texas for’ 
the May 13 shipment of 30 parakeets to 
a New Jersey firm. 

All of the Java finches were said to 
have been shipped to this country from 
Singapore. The wholesaler responsible 
for the April 25 shipment of 25 para- 
keets apparently causing the outbreak 
gave a North Carolina breeder as the 
source, but other information, the relia- 
bility of which could not be readily veri- 
fied, indicated the possibility of a mixed 
group, including some Florida birds. 
There is a freely expressed feeling among 
bird wholesalers that Florida birds are 
suspect, not just of psittacosis, but as to 
their general health and marketability. 
One man interviewed said that there are 
too many “walkers” among them, that is 
birds whose physical health is so poor 
that they will just walk away and not 
fly, if released, because of weakness. It 
was also stated that too many of them 
get sick and die. 

Some jobbers dose the birds with anti- 
biotics for three or four days after re- 
ceipt. One technic described consists of 
dissolving three 50 mg. aureomycin 


capsule contents in one quart of water, 
and administering several droppersful 
upon arrival. 


Thereafter the drinking 
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Clinical and Related Data, Ossining Psittacosis Cases 


Principal Symptoms 


Sex Chills 


Fever Cough 


Antibiotics 

Type of 
Aureo- Contact with 
mycin Birds 


Direct 

xX (Household 
Direct 
(Household > 
Direct 
(Household ) 


Head- Peni- 
ache Relapse cillin 
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Complement-Fixation Test Results, Ossining Psittacosis Cases * 


Interval 
Between 
Samples 


Titer Complement- 
Fixation Test 
Psittacosis No. 


2 
1/16 12 Days 


1 
1/32 


y Hemoly zed 1/128 13 Days 


Zz 1/16 1/16 10 Days 


water is treated with 50 mg. per quart. 
The thirsty birds take this fluid readily, 
and those still alive after three days are 
considered as healthy. Antibiotics sup- 
press multiplication of the infective 
agent of psittacosis in birds but do not 
terminate the carrier state.” '' It was 
learned that some, at least, of the para- 
keets received at the Peekskill store had 
been on aureomycin prior to their arrival 
but it was not administered there. The 
illnesses followed. 


OSSINING OUTBREAK 

This was a limited household outbreak 
of a type frequently occurring in 
psittacosis. The family of six had 
owned a parrot for over three years and 
it had always been well. About April 12 
two parakeets were purchased at a New 
York City pet shop and introduced into 
the home. On May 8 the mother, 44, 
became ill with chills, fever, and cough; 
the father, 46, on May 15; and a 
daughter, 13, with similar symptoms on 


Rise or Fall 
in Titer 
Fall 2.0 

? 


None Pos. (?) 


© Additional complement-fization tests were taken. Results not yet available. 


May 18. Intensity of the illnesses was 
severe and convalescences prolonged, 
especially in the case of the father who 
was acutely ill and toxic for three weeks. 
Later he suffered a relapse and is still 
coughing and not fully recovered after 
four months. The mother’s recovery 
was also delayed, requiring three months. 
A son, aged 12, has also become ill with 
chronic cough considerably later but 
blood samples from him have not been 
reported. He is not listed as a psitta- 
cosis case. Results of complement-fixa- 
fion tests done at the New York City 
Health Department Laboratories are 
shown. More blood studies have been 
taken recently but results are not yet 
available. Those completed indicate a 
high titer (128) in one sample for the 
father, the other one having hemolyzed, 
titers of 32 and 16, twelve days apart 
for the mother, and titers of 16 and 16, 
ten days apart for the daughter whose 
illness was severe but of shorter dura- 
tion. On clinical grounds and because 


F 
Dato 
Onset 
Patient 
x 5/8 “4 F x x x x 
; Y s/is 46 M x x x x x 
Zz 5/18 13 F x x x x 
Patient Leb. Int.  QFever Lab. Int. 
. % 
Hem. 
Pos, % Neg. 
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of her direct association with known 
cases and infected birds she is accepted 
as a case. All three patients had x-rays 
showing peribronchial infiltration in 
both lower lobes and were treated with 
penicillin and aureomycin. All gave 
negative complement-fixation tests with 
Q fever antigen. The parrot meanwhile 
had become ill and died on May 20, and 
one of the parakeets became slightly ill 
and was destroyed. An at\.opsy was 
performed on the parrot at the Bronx 
Zoological Gardens and a pathological 
diagnosis of psittacosis made. The re- 
mains of the parrot and the parakeet 
were also sent to a California laboratory 
where psittacosis virus was isolated from 
the parrot but not from the parakeet. 
The second parakeet has remained well 
and the family still has it. One wonders 
if this apparently healthy bird may not 
have been the culprit, particularly in 
view of the recent onset of illness in a 
fourth member of the family, but consent 
for a blood sample from it has not been 
obtained. 

It has not been possible to confirm 
the source of the apparently infected 
parakeets. (It is assumed that one or 
both of them were virus shedders and 
communicated it to both the parrot and 
the patients.) The pet shop owner states 
definitely that all of his birds came from 
a single New York wholesaler. The 
wholesaler is equally definite in asserting 
that he made no deliveries of parakeets 
to this pet shop prior to the date of 
purchase. Later shipments admittedly 
made by him to the store originated in 
California. 


COMMENT AND DISCUSSION 
Attention is again directed to the 
remarkable coincidence of two separate 
simultaneous outbreaks of psittacosis in 
nearby communities, the last previously 
reported cases of this disease in West- 
chester County having occurred 10 years 
earlier. Yet no connection has been 
established between the infected birds 
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responsible for the two series of cases. 
A further coincidence lies in the fact 
that these are the only cases of psittaco- 
sis in upstate New York traceable to 
birds sold following the removal of pre- 
vious restrictions." 

It is not proposed to comment on the 
wisdom or desirability of the changes in 
federal and state regulations which ap- 
parently led to the outbreaks described. 
The Expert Committee which consid- 
ered the question of these changes 
included eminent authorities and the 
subject was gone into in great detail 
over a considerable period of time.’ It 
is felt, however, that consideration 
should be given to determining what 
measures may now be needed to prevent 
the occurrence of similar outbreaks in 
the future. Perhaps further study of 
the whole subject is needed as there still 
remain many incompletely answered 
questions. Among these are: 


1. Why is the disease highly communicable 
and dangerous to laboratory workers, mod- 
erately communicable on contact with infected 
birds whether apparently ill or not, and diffi- 
cult to contract from a human case? ™ 

2. What is the actual psittacosis experience 
of the general population? Is it a common 
disease, or a rare one, as has been believed? 

3. What are the factors that determine 
human susceptibility ? 

4. Are there differences of epidemiological 
importance in the psittacine and nonpsittacine 
strains of the virus as implied by the separate 
terms of psittacosis and ornithosis? Is there 
a significant difference in the indoor exposure 
to a pet and to infected poultry outside? 

5. What is the likelihood of a human carrier 
of virus, casual or otherwise, infecting a pre- 
viously healthy hqsehold pet which may 
then become a health menace ? 


Before dismissing the subject as of 
minor importance in public health, cer- 
tain facts may be given consideration. 


1. The disease may appear in pandemic 
form, as in 1929-1930, or may show unusual 
prevalence. 

2. When bloods sent in for other types of 
examination are tested for psittacosis anti- 
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bodies, hitherto unsuspected cases are brought 
to light. Yet this is a far from routine pro- 
cedure in laboratories generally. The possi- 
bility of many missed cases is suggested. In 
half of these cases, inquiries failed to reveal 
birds or mammals in the patients’ environ- 
ment,?° 

3. The case fatality rate has been as high as 
40 per cent in the past but has been reduced 
to as low as 2 per cent with antibiotics.1° 
Vet little appears to be known of the possi- 
bility of fastness to antibiotics developing. In 
our few cases, although there were no fatali- 
ties, relapses and prolonged convalescences 
were not prevented by the use of antibiotic 
therapy. 

4. There appears to be a generalized en- 
demicity of this disease on certain bird farms 
in Florida and in some other states. The U. S. 
Public Health Service states that five human 
cases, two each in Connecticut and Minnesota 
and one in Colorado, since the relaxation of 
regulations have definitely been attributed 
to Florida birds.” Additional cases have 
occurred which were not so traceable. Control 
measures have been imposetl in Florida in 
aviaries where the disease has been definitely 
established to exist, consisting of quarantine, 
usually 30 days, administration of aureomycin 
in the drinking water of the birds and reason- 
able sanitary precautions. It is conceded, 
however, that it is impossible to say with abso- 
lute assurance that birds shipped from Florida, 
or anywhere else in the country are free from 
the disease" 

5. Since the renewal of this traffic, a tre- 
mendous boom has occurred in the sales of 
psittacine birds, and large sections of the 
country almost literally have been flooded with 
them. Conversations with jobbers and whole- 
salers have heen enlightening. They are very 
busy and there is a scarcely repressed excite- 
ment in their voices. One man said: “This is 
the biggest. thing that has ever hit the bird 
business. Everybody is going into it.” His 
guess was that at least 500,000 psittacine birds, 
(and lots of other birds too) have been sold 
since January 1, with possibly 100,000 of them 
going to New York, and “it’s just starting in 
New York.” Unscrupulous dealers are going 
here, there, and everywhere picking up every 
kind of bird they can find, regardless of con- 
dition, and frequently turning them over at as 
little as ‘ten cents profit. Some of these birds 
are illegal imports from Mexico, South 
America, and other points 


In view of the above listed facts: and 
unanswered questions, it is the writer's 
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belief that the need for further study 
and perhaps some form of renewed con- 
trol is clear. 


SUMMARY 

Two outbreaks of psittacosis occurred 
in May in the nearby communities of 
Ossining and Peekskill. There were 
three confirmed cases in each series, with 
the possibility of a fourth case in Os- 
sining, and as many as four or more 
additional cases in Peekskill. The 
Ossining episode was a typical household 
outbreak, that in Peekskill was among 
employees of a chain store selling para- 
keets and other birds. 

Both outbreaks were believed trace- 
able to parakeets placed on sale since 
the modification of federal regulations, 
and the removal of New York State and 
City prohibitions on the traffic in psitta- 
cine birds, and represent the only such 
cases to date in upstate New York. 
Facts and questions bearing on the sub- 
ject of further regulation were presented. 
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Presented here is a simple test for paracolon organisms that 
produce amines in culture growths. 


Detection of Amine-Producing Organisms 
by Acid-Base Indicators 


DONALD DORWARD * anv ALICE BICKNELL, Pu.D. 


Department of Chemistry and Department of Biology, Wayne University, 
Detroit, Mich. 


R some time work in this labora- 
tory has been directed toward the 
simplification of certain tests routinely 
employed by the diagnostic bacteriolo- 
gist. That there is need for more ac- 
curate identification of bacterial cultures 
has been repeatedly emphasized by 
Ewing and Brunner! and Edwards and 
Ewing.” These authors report that, 
among others, cultures of paracolon bac- 
teria and Pseudomonas are frequently 
received for serological typing as species 
of the genera Shigella and Salmonella. 
The present paper offers a_ simple 
means of identifying members of the 
genus Pseudomonas and those paracolon 
organisms which are amine-producing. 
The method therefore serves also, with 
other biochemical tests, as a means of 
distinguishing the Arizona group of 
paracolon forms (nonamine-producers ) 
from the Bethesda group (amine- 
producers ). 


PRELIMINARY METHODS 

Several exploratory methods for the 
rapid detection of amines were at- 
tempted. While these have been dis- 
carded for various reasons, mostly be- 
cause of the time element involved, they 
are of interest and are included here for 
completeness. 


* Atomic Energy Commission Pre-doctoral Fellow. 


1. The use of a saturated solution of 
hydrogen chloride in ether (ether-HCl) 
for the entrapment of the metabolic 
gases and the precipitation of a substi- 
tuted ammonium chloride. Here, 24- 
hour broth cultures of Pseudomonas 
aeruginosa were used as the test organ- 
ism. This experiment was suggested by 
the quantitative insolubility of amine 
hydrochlorides in ether. Preliminary 
tests indicated the applicability of the 
procedure. 

2. The use of chloroauric acid.’ Nu- 
trient agar and tryptose-glucose-extract- 
agar plates were streaked with P. 
aeruginosa as the test organisms. Two 
drops of chloroauric acid (2 per cent in 
5 per cent HCl) were placed on the in- 
ner surface of the Petri plate cover: the 
plates were incubated and observed for 
the formation of the ammono complex. 
The time interval involved was always 
longer than 24 hours and this was there- 
fore unsuitable as a rapid method. 

3. The use of chloroplatinic acid! 
Plates were streaked with the test organ- 
isms and chloroplatinic acid (2 per cent 
in 5 per cent HCl) applied to the inner 
surface of the Petri plate cover. The 
characteristic fanlike growth of the 
ammono-chloroplatinate needles was ob- 
vious at the end of 12 hours of incuba- 
tion: refrigeration intensified this re- 
action. 
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ADOPTED METHOD 

The following organisms, commonly 
encountered in diagnostic work, were 
tested by the method to be indicated: 
P. aeruginosa; Aerobacter aerogenes ; 
Escherichia coli; 4 Klebsiella strains; 9 
Shigellas ; 14 Salmonellas ; Bethesda Na 
23, Indiana 6A, Michigan 8, Na 11, Na 
921, and Alabama 20. Representative 
members of the Arizona group of para- 
colon organisms were also included. All 
organisms were tested singly and in mix- 
tures of possible occurrence in clinical 
specimens. 

The method finally adopted for detec- 
tion of amine is exceedingly simple. 
Moistened red litmus paper is placed 
either in the Petri plate cover, if a 
streak plate is to be used for primary 
isolation, or inserted in the neck of a 
test tube of either a solid or liquid 
medium; we have used blood agar, 
tryptose-glucose-extract-agar, nutrient 
agar and EMB as isolaticn media. 
Kligler’s iron agar slants and _ triple 
sugar iron agar slants were employed 
for further testing. 

As the litmus-positive organisms gave 
a pH of approximately 8, universal indi- 
cator pH paper substituted for the 
litmus; in the tests under discussion, 
there is a change from the original 
salmon pink to green, characteristic of a 
pH 8. This change is sufficient to make 
the detection of an amine extremely 
obvious and impossible of wrong inter- 
pretation. 

Since chloroplatinic acid is employed 
in the microdetermination of amines * 
and offers a specific means of analysis, it 
was adopted as a control for all experi- 
ments. 


RESULTS AND DISCUSSION 
In every case investigated, the pH 
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paper gave a positive test for the pro- 
duction of amine in less than 6 hours. 
These amines, for the organisms under 
discussion, are produced only by P. 
aeruginosa and the Bethesda group of 
paracolon forms. Confirmation of the 
amine by the chloroplatinic acid method 
could be made in 12 hours. The dis- 
advantage of litmus for general use by 
a laboratory technician is obvious; un- 
less the paner is from a freshly opened 
container, the dyes tend to fade and 
make observation of changes difficult. 
For this reason the use of universal indi- 
cator pH paper is recommended. Here, 
the change is sufficiently pronounced as 
to make a wrong conclusion impossible. 


SUMMARY 

Amine-producing organisms can be 
detected, either singly or in mixed cul- 
tures, by the use of universal indicator 
pH paper. The amine-producing organ- 
isms used in this study were P. aeru- 
ginosa and certain members of the 
Bethesda group of paracolon bacteria. 
The Arizona group were amine-negative. 
Further differentiation of the Bethesda 
group and Pseudomonas can be effected 
by observing the biochemical character- 
istics on Kligler’s iron agar or other 
differential media. 
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Chronic disease is accepted 


as one of the areas of the new 


blic health. But what is the extent of the problem? What 
eapteal facilities will be needed? This paper proposes that 
“hospital stay” needs can be measured. Technical biometrical 
terms may prove a hurdle for the nonstatistician reader, but 
all concerned with hospital care will want to know of the 


findings. 


An Application of Biometry to Hospital 
Statistics: Hospital Stay Tables* 


MORTON ROBINS, M.S.P.H., F.A.P.H.A., anp ROSE SACHS 
Chief, Biometrics Section; and Statistician, Biometrics Section, Department of 


INCE the passage of the Hill-Burton 

Hospital Construction and Survey 
Act in 1946, there has been a growing 
interest in and concern over the hospital 
bed needs of the country, particularly 
those required for the care of chronic 
disease. Currently, it is estimated that 
only about 45 per cent of the nation’s 
need for chronic hospital beds is being 
met by present facilities. An additional 
642,000 beds are believed required to 
fill the unmet bed needs for tubercu- 
losis, mental, and other chronic pa- 
tients As the building program 
progresses, state planning agencies and 
hospital administrators will be required 
to set up staffing guides for hospital 
operation and to provide for the redis- 
tribution of chronic patients in existing 
hospitals. In these deliberations detailed 
knowledge of the characteristics of 
chronic hospital patients and estimates 
of the expected length of their hospital 
stay will be required. To _ provide 
proper answers to such questions and 
related problems, statisticians and hos- 


* Presented before the Biometrics Society and the 
Statistics Section of the American Public Health Asso- 
ciation at the Eightieth Annual Meeting in Cleveland, 
Ohio, October 24, 1952. 
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pital administrators should re-evaluate 
current methods for compiling hospital 
statistics and consider the applicability 
of certain biometric technics which are 
not commonly employed. 

In this paper we will discuss only one 
of these technics, the adaptation of life 
table methodology to hospital stay 
statistics. Other technics of interest to 
the theoretical statistician, such as the 
application of truncation methods to 
hospital data, can also provide answers 
of considerable value to the practical 
hospital administrator. 


LIMITATIONS OF PRESENT HOSPITAL 

STATISTICS ON LENGTH OF STAY 

Crosby,?, Densen,® Fraenkel* and 
others,® * have reported on the develop- 
ment of the tools for recording and 
classifying hospital data and have out- 
lined some of the uses to which these 
data may be applied. However, there 
has been little inquiry into the compo- 
sition and the dynamics of hospital pop- 
ulations for the purpose of describing 
and prognosticating both hospital stay 
and the outcome of hospital care. 

Ordinarily the term “length of stay” 
is considered to mean the average num- 
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ber of days spent in hospital by a group 
of discharged patients. While this meas- 
ure is useful for certain purposes of hos- 
pital management and planning, it often 
gives a misleading and highly distorted 
picture of the true prognosis or expecta- 
tion of stay. For patients hospitalized 
for conditions which usually require a 
relatively protracted period of hospital- 
ization (for example, tuberculous or 
psychotic conditions), the average stay 
of such discharged patients is generally 
found to be much shorter than the ex- 
pected stay of a similar group of admis- 
sions. Many factors are involved in 
causing this discrepancy; the primary 
reason is believed to be related to the 
fact that the average length of stay of 
discharges is sensitive to fluctuations in 
the trend of admissions. In general, the 
average length of stay of discharges will 
usually decrease after the occurrence of 
any marked increase in admissions; and 
conversely, if any radical restrictions are 
placed on admissions, length of stay goes 
up. These fluctuations are obviously un- 
related to any changes in the actual stay 
required by a group of patients. Because 
bed facilities in hospitals providing care 
for tuberculous and mental patients 
have expanded greatly in the recent past, 
with concomitant increases in admis- 
sions, the average length of stay of cur- 
rent discharges from these facilities is 
shorter than the actual average ex- 
pectancy of stay. 

It can also be shown that the annual 
turnover rate of chronic patients and 
the so-called discharge rate of chronic 
patients (i.e., the number of discharges 
per 100 patients treated during a year), 
are not valid indexes of the expected 
turnover or discharge rate of current ad- 
missions. The implications of these 
findings have been recognized by persons 
concerned with mental health statistics, 
notably by Israel and Johnson,’ Malz- 
berg.® and the National Institute of 
Mental Health.® 

In addition to yielding invalid statis- 
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tics under circumstances which are 
commonly encountered, the average stay 
of discharged patients, being a summary 
statistic, has only limited application in 
providing answers to specific questions 
which concern the hospital administrator 
and planner. It does not, for example, 
describe the pattern of discharges and 
answer such questions as: “What propor- 
tion of admissions will still be hospital- 
ized at the end of 1 month, | year, or 5 
years?” Or, “Out of 100 tuberculous 
patients now in hospital, how many will 
be discharged within 1 month? Within 
6 months? How many will remain 2 
years?” 


ANALOGY OF LIFE TABLE AND HOSPITAL 
STAY TABLE 

Now, these questions may strike a 
respondent note in the minds of actu- 
aries and biometricians concerned with 
mortality statistics. For example, if we 
rephrase these questions and inquire: 
“Out of 100,000 births in the United 
States, how many will survive to 1 year 
of age?”’ Or, “Out of 100,000 males, age 
30, how many will die within 6 years?”; 
answers of considerable accuracy could 
be sought and found in a_ suitable 
life table. This suggests that, by adapt- 
ing life table technics to hospital stay 
experience, tables can be prepared which 
will answer similar questions about the 
probable duration of hospitalization. In 
preparing these tables, which we call 
“hospital stay tables,” admissions, dis- 
charges, and patients remaining in hos- 
pital are analogous to the births, deaths, 
and the living population of a life table. 

Let us now consider the concept 
underlying both life tables and hospital 
stay tables. The foundation of a life 
table is a series of computed age-specific 
death rates based on observed mortality 
experience.’ These rates are designated 
as q, values. Similarly, the principal 
element of a stay table is a series of 
computed discharge rates based upon 
observed hospital experience. These 
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HospitaL STAY TABLES 
Ficure 1 


FUNCTIONAL PSYCHOTICS: VA HOSPITAL SYSTEM 


PATIENTS REMAINING IN HOSPITAL AT ENO OF SUCCESSIVE YEARS OF IN-PATIENT STay 
OUT OF 10,000 ADMISSIONS 


Enlarged View—First Year 
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rates are specific to the accumulated hos- 
pital stay (hospital age of the popula- 
tion under observation). Thus, the basic 
assumption of a stay table is that the 
probability of discharge varies signifi- 
cantly with the hospital age of patients, 
just as the force of mortality varies 
with chronological age. Each of these 
stay-specific discharge rates is, therefore, 
considered to be an expression of the 
probability of discharge within a speci- 
fied stay interval for all patients hos- 
pitalized at the beginning of that 
interval. 

Once the stay specific discharge rates 
are determined, the other functions of 
a stay table may be derived in exactly 
the same manner as those of a life table. 
At this point it would be desirable to 
examine some graphs which illustrate 
the dynamic character of a hospital stay 
table. Figure 1 is a graphic presenta- 
tion of that portion of a stay table 
on psychotic patients which shows the 
distribution of patients remaining in hos- 
pital at specified time points following 
admission. This is comparable to the 1, 
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Hospital Age of Patients (Years) Hospital Age (Months) 


or survivorship curve derived from a life 
table. Here it is seen that out of every 
100 patients admitted, 58 per cent could 
be expected to require hospital care for 
longer than 6 months, 48 per cent for 
longer than 1 year, and about 26 per 
cent for longer than 28 years. 

Figure 2 shows the expectation of 
additional stay for the same group of 
patients after having achieved specified 
periods of stay. This is comparable to 
the e, or life expectancy curve derived 
from a life table. At admission the 
average stay expectancy is approxi- 
mately 8 years; but psychotic patients 
still hospitalized, say 6 years after ad- 
mission, may expect on the average to 
require 18 additional years of hospital 
care, or a sum total of 24 years of hos- 
pitalization. Such graphs have proved 
useful in disseminating information to 
professional and lay groups on the 
prognosis of hospital stay for specific 
categories of disease. 

Another set of derived values is desig- 
nated as L,. In life table terminology 
L, represents the distribution, according 
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Ficure 2 


FUNCTIONAL PSYCHOTICS : VA HOSPITAL SYSTEM 
EXPECTATION OF ADDITIONAL IN-PATIENT STAY ACCORDING 
TO HOSPITAL AGE OF PATIENT 
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Expectation of Additional In-Patient Stay (Years) 
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to age, of a stationary population that 
would result if the annual births were 
constantly equal to the radix of the life 
table and the observed current age- 
specific death rates continue to operate 
in the future. Because these two 
assumptions are seldom realized in any 
population group for whom a life table is 
prepared, the L, distribution rarely, if 
ever, represents the actual age distribu- 
tion of the current or future population. 
However, it is of interest that the L, 
values derived from a stay table may 
actually represent the current hospital 
population distributed by length of stay. 
This is particularly true when dealing 
with the stay experience of diseases 
which require a relatively short period of 
hospitalization, since for these diseases 
the daily number of admissions approxi- 
mates the daily number of discharges 
and the stay-specific discharge rates re- 
main fairly constant unless new thera- 
peutic procedures are introduced which 
affect length of hospitalization. 


PREPARATION OF HOSPITAL STAY TABLES 

The selection of the procedure to be 
employed in assembling the necessary 
data for the computation of age-specific 


4 
liospital Age of Patients (Years) 


discharge rates depends upon whether 
the illness to be studied is “acute” (i.e., 
requires a relatively short hospitaliza- 
tion) or is “chronic” (i.e., one which 
requires a protracted hospitalization as 
does tuberculosis or psychosis). The two 
optional procedures to be described for 
preparing stay tables might be better 
understood if once again we refer to life 
table methodology. 

Theoretically, there are two methods 
of preparing human life tables. The 
“generation method” is that of taking a 
group of births and following them until 
the last one dies. In practice this 
method is seldom used because comple- 
tion of the life table for current or early 
future use is not possible. However, this 
method is applicable to certain cate- 
gories of hospital admissions since gen- 
erations or cohorts of “acute’’ patients 
are admitted and discharged within 
practical observation periods. When 
this technic is used to prepare stay 
tables, it is called the “cohort method.” 

The other method of deriving life 
tables is the ‘census method.” In this 
method, data on the population enumer- 
ated by age on a specified date, together 
with statistics on current births and 
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Diagram of Computation Sheets 
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for Stay-Specific Discharge Rates 


(Items to be tabulated or transcribed are noted in horizontal print. Methods of calculation are 
described in vertical print.) 


(1) (2) (3) 


Census ot 
beginning 
of 
observation 
period 


Patients observed 
at beginning of 
stay interval 


Stay 
interval 


Ve 


Enter total number in 
cohort on first line 


Tabulation 


Cohort Method 


bnter answer 


on next line 


Enter total 
admissions during 
observation period 

| on first line 


Tabulation 


Tabulation 


Enter answer 
on next line 


in Col. 


deaths, constitute a composite picture 
of the life span which permit the com- 
putation of age-specific mortality rates. 
Similarly, by obtaining hospital stay 
data on discharges which occurred dur- 
ing a prescribed time period and a census 
of patients at the end of this period, we 
can derive: (1) the number of admis- 
sions during the study period; (2) the 
census of patients distributed by length 
of stay at the beginning of the study 
period; and (3) the stay-specific dis- 
charge rates which prevailed during the 
observation period. 


CENSUS METHOD 


Let us now turn to the lower panel of 
Figure 3, which shows schematically 


Total 
withdrawals 
and 
discharges 
during 
period 


Tabulation 


Tabulation 


4) (3) (6) (7) 


Person- 
periods 
of exposure 
in this 
interval 


Total 
with- 
drawals 
during 
period 


Stay- 
specific 
discharge 
vate 


Patients 
discharged 
in this 
interval 


We L's 


we 


divided 


by Column 2. 


‘ 


Tabulation 


Column 


Tabulation 


Tabulation 


Col. 2 + % Col. 3 
% Col. S. 
Column 7 divided 
by Column 6. 


the manner in which stay-specific dis- 
charge rates are computed by this 
method. The items to be tabulated are 
as follows: the total number of admis- 
sions during the study period, which is to 
be entered on line 1 ia column 2; and, in 
appropriate columns, enter the distribu- 
tion according to stay intervals of (1) 
the patient census at the beginning of 
the study period, (2) the total of with- 
drawals and discharges from observa- 
tion, (3) the number of withdrawals, 
and (4) the number discharged. 

Since the stay intervals are usually 
longer than one day, it is necessary to 
compute values (column 6), which rep- 
resent the person-periods of exposure to 
risk during each stay interval. A patient 
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already hospitalized at the beginning of 
the study period, as well as a patient not 
discharged at the close of the study 
period, cannot be considered as having a 
full person-period of exposure to risk of 
discharge. Each of these persons is 
given a half person-period in calculating 


‘the total person-periods for each stay 


interval shown under column 6. By fol- 
lowing the directions for computing 
serial values under columns 2 and 6, 
we can obtain stay-specific discharge 
rates for each stay interval in the man- 
ner set forth under column 8. In Figure 
5 we can follow the actual detailed com- 
putations employed for deriving stay- 
specific discharge rates for a group of 
Veterans Administration beneficiaries 
with pulmonary tuberculosis. 

The stay-specific discharge rates are 
then used to derive all other functions 
of a hypothetical stay table. Figure 4 


Ficure 4 
Diagram of Hospital Stay Table Computation Sheet 


(Directions for transcribing data are written in horizontal print ; Methods of calculation 
are written in vertical print.) 
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shows schematically the detailed proc- 
esses to be employed in the calculation 
of these functions, such as ],, L,, and e, 
values at successive stay intervals. An 
example of a stay table based upon the 
stay-specific discharge rates computed 
for patients described in Figure 5 is 
shown in Figure 6. For the purpose of 
presentation, Figure 6 may be sum- 
marized in the manner shown by Fijg- 
ure 7. 


COHORT METHOD 

Although the “census method” can 
be applied to all classes of patients. 
both short-term and long-term illness 
groups, it is laborious to derive a stay 
table bv this method. Cohort analysis 
is. thereiore, the procedure of choice 
when the extreme range of hospitaliza- 
tion required for patients with a partic- 
ular illness is relatively short (e.g., one 


(1) (2 (3) (4) ($) (6) (7) (8 
Hospital Population Stay Experience 

Number Average Average units 

remainin: Number number Person-units Total units of of hospital 

at beginning Stay- discharged of patients of hospital stay stay remain- 
of interval specific m hospitalized hospital stay in thisand ing to each one 

Stay out of 10,000 discharge specified in this in this succeeding ‘with specified 
interval ad missions vate interval interval interval intervals length of stay 


stox+n le ngs nde 


Copy stay Record 10,000 Copy from 
intervals on first line computation 
in this sheet. 
column. 
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Column § multiplied by the number 


of stay units in the interval. 
Column 6 cumulated upward. 
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Total 
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Ficure 5 
Computation of Stay-Specific Discharge Rates 


Patients with Pulmonary Tuberculosis in Contract Hospitals under the Veterans 
Administration Hospital System, July, 1949, Through January, 1950 


(5) (6) (7) 


Census at = withdrawals Total Person- 
Patients beginning and with- periods Patients Stay- 
Stay observed at o} discharges drawals of exposure discharged specific 
interval beginning of observation during during in this in this disc harge 
(days) stay interval period period period = imterval * interval rate * 


rlox+n ve We 


i 421 0 2 

2 419 2 13 

3 408 1 1! 

4 398 2 7 

5 393 2 10 
6-10 385 6 26 
11-20 365 23 43 
21-30 345 20 41 
31--60 324 38 70 
61-90 292 47 81 
91-120 258 33 64 
121-150 227 33 47 
151-180 213 30 44 
181-270 199 61 118 
271-360 142 50 88 
361-450 104 50 66 
451-540 88 28 45 
541-630 71 18 42 
631-720 47 20 28 
721-900 39 41 44 
901-—1,080 36 20 4 
1,081 1,260 22 4 20 
1,.261-1,440 16 10 


Col. § 


year). It may also be used when one 
desires to analyze the hospitalization 
experience of a group of admissions in 
retrospect. 

Basically, the cohort method requires 
the selection of a group of patients ad- 
mitted within a specified time period 
and then following them for a_pre- 
scribed period subsequent to their ad- 
mission. The cohort method has also 
been found to be applicable to a cohort 
of “acute” discharges, since the distribu- 
tion of a cohort of discharges according 
to the duration of their hospitalization 
usually approximates the stay distribu- 
tion observed for a comparable cohort of 
“acute” admissions. 

The upper panel of Figure 3 outlines 
the manner in which the hospital ex- 


* Computed as described clsewhere, except for first five lines 


» Note that these rates refer to unequal stay intervals. 
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1 420.5 0.002378 
+ 419.0 0.021480 
3 407.5 0.019632 
3 398.5 4 0.010038 
3 393.5 0 017789 
y 383.5 0.044329 
20 366.5 0.062756 
21 344.5 20 ). 058055 
38 324.0 32 0.098765 
50 290.5 31 0.106713 
42 253.5 2 0.086785 
27 230.0 ( 0.086957 
30 213.0 14 0.065728 
80 189.5 5 0.200528 
62 136.0 6 0.191176 
43 107.5 ; 0.213953 
32 86.0 0.151163 
32 64.0 0.156250 
23 45.5 0.109890 
27 46 0.369565 
26 33.0 0.242424 
17 20.5 0.146341 
9 17.0 0 OS8824 


These were calculated: C: Col 


perience of a cohort is tabulated. The 
total number of patients in the cohort is 
entered on line 1 of column 2. The num- 
ber who were discharged or otherwise 
withdrawn during successive periods of 
hospitalization is entered under column 
4, and the number of discharges under 
column 7. The discharge rate for each 
stay period is the quotient of the number 
of discharges during each period divided 
by the number of patients subject to dis- 
charge at the beginning of each period. 
The numerator of the ratio is obtained 
from the tabulation; the denominator 
must be found by successive subtractions 
of the sum of the discharges and with- 
drawals from the total number in the 
cohort. 

Once stay-specific discharge rates are 
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(1) (2) (3) (4) 
Hospital Population 
Number 
remaining Stay- Number 
at beginning specific discharged 

Stay of interval discharge m 
interval out of 100,000 rate specified 
(days) admissions (per 1,000) interval 


le 


stox+n 


1 100,000 2 
2 99,762 21.480 2,143 
3 97,619 19.632 1,916 
4 95,703 10.038 961 
5 94,742 17.789 1,685 
6-10 93,087 44.329 4,125 
11-20 88,932 62.756 5,581 
21-30 83,351 58.055 4,839 
31-50 78,512 98.765 7,754 
61-90 70,758 106.713 7,551 
91-120 63,207 86.785 5,485 
121-150 57,722 86.957 5,019 
151-180 $2,703 65.728 3,464 
181-270 49,239 200.528 9,874 
271-360 39,365 191.176 7,526 
361-450 31,839 213.953 6.812 
451-540 25,027 151.163 3,783 
541-630 21,244 156 250 3,319 
631-720 17,925 "109. 890 1,970 
721-900 15,955 369. 565 5,896 
901-~1,080 10,059 242.424 2,439 
1,081 -1,260 7,620 146.341 1,115 
1,261-1,440 6,505 58.824 383 


* Estimated. 


obtained, the procedures employed in 
preparing a stay table for a cohort of 
admissions or discharges is the same as 
that described in Figure 4 and illustrated 
in Figure 6. However, it should be noted 
that a complete stay table can be pre- 
pared only when the entire hospital stay 
has been observed for all patients in the 
cohort. The cohort method is nonethe- 
less useful in preparing a partial or 
truncated survivorship curve for a cohort 
of “long-term” patients, such as psy- 


chotics. 


DISCUSSION 

The preparation of hospital stay 
tables has been described in general 
terms, with some consideration given to 
the meaning and relationships of the sev- 


Ficure 6 
Computation: Hospital Stay Table 


Patients with Pulmonary Tuberculosis in Contract Hospitals under the Veterans 
Administration Hospital System, July, 1949, Through January, 1950 
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(5) (6) (7) (3) 
Stay Experience 
Average Total Average days 
number Total  , hospital stay of hospital 
of patients hospital stay inthisand stay remaining 
hospitalized in this succeeding to each one 
in this interval intervals with specified 
interval (days) (days) length of stay 


Hz 


Le he 


99,381 99,881 36,623,681 366.2 
98,691 98,691 36,523,800 366.1 
96,661 96,661 36,425,109 373.1 
9$,223 95,225 36,328,448 379 6 
93,900 93,900 36,233,225 382.4 
90,994 454.970 36,139,325 388.4 
86,142 861,415 35,684,355 401 3 
80,932 809,315 34,822,940 417.8 
74,635 2,239,050 34,013,625 433.2 
66,982 2,009,475 31,774,575 449.1 
60,464 1,813,935 29,765,100 470.9 
$5,212 1,656,375 27,951,165 484.2 
50,971 1,529,130 26,294,790 498.9 
44,302 3,987,180 24,765,660 503.0 
35,602 3,204,180 20,778,480 $27.8 
28,433 2,558,970 17,574,300 $52.0 
23,135 2,082,195 15,015,330 600.0 
19,584 1,762,605 12,933,135 608.8 
16,940 1,524,600 11,170,530 623.2 
13,007 2,341,260 9,645,930 604.6 
8,839 1,591,110 7,304,670 726.2 
7,062 1,271,250 5,713,560 749.8 


6,313 1,136,430 4,442,310% 682 


eral derived functions of the table. 
Specific procedures were indicated but 
not discussed, since these may be varied 
to some extent with the nature of the 
illnesses to be studied and with the 
mechanical facilities available for carry- 
ing out the project. 

Up to this point, we have only 
touched upon the ways in which hospital 
stay tables may be utilized to provide 
answers to questions of theoretical and 
practical interest to hospital adminis- 
trators and biometricians. The possi- 
bilities for applying this methodology to 
hospital care statistics are manifold. 
Some idea may be formed of the great 
variety of applications to which stay 
tables may be put by reviewing the uses 
made of life tables by Dublin, e¢ a/ ,"" 
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HospitaAL STAY TABLES 


Figure 7 
Pulmonary Tuberculosis: Summary of Hospital Stay Experience of Patients 
in Contract Hospitals Under the Veterans Administration Hospital System * 
(3) (4) (3) (6) (7) 


(2) 


Hospital Population Stay Experience 


Total hospital Expected addi- 
Number remain- Average number stay remaining tional hos- 
ing at begin- Number of of persons Total hospital to personsin pital stay of 
ning of inter- patients dis- hospitalized stay in this this and later patients with 
Stay val out of charged in this in this interval intervals specified stay 
Interval 100,000 interval interval (years) (years) (months 


le de Le He 


Months (to 6 months) 


ist month 100,000 21,488 87,000 7,250.0 101,732 12.21 
and “ 78,512 7,754 74,635 6,219.6 94,482 14.44 
70,758 7,551 66,982 5,581.9 88,263 14.97 
4h 63,207 5,485 60,404 5,038.7 82,681 18.70 
$7,722 5,019 $5,212 4,601.0 77,642 16.14 

a $2,703 3.464 50.971 4,247.6 73,041 16.63 


Quarters (to 2 years) 
Ist quarter 100,000 36,793 76,206 19,051.5 101,732 12.21 
dnd “ 63,207 13,968 55,549 13,887.3 82,681 15.70 
jd * 49,239 9,874 44,302 11,075.5 68,793 16.77 
saa 39,365 7,526 35,602 8,900.5 $7,718 17.60 


a 31,839 6,812 28,433 7,108.2 48,817 40 
2nd “ 25,027 3,783 23,135 5,783.9 41,709 20.00 
3rd“ 21,244 3,319 19,584 4,896.1 35,925 20.29 
sa 17,925 1,970 16,940 4,235.0 31,029 20.77 


Years 


Ist year 100,000 68,161 $2,915 52,914.8 101,732 12.21 
2nd “ 31,839 15,884 22,023 22,023 .2 48,817 18.40 
15,955 8,335 10,923 10,923 .2 26,794 20.15 
4th “ 7,620 1,498 6,688 6.687 9 15,871 24.99 


1 Based on SO per cent sample of discharges July, 1949, through January, 1950. and of census patients as of 
January 31, 1950. 


in their book, Length of Life. Life table same variables on expectancy of hospital 
data have been applied by them to stay. Moreover, multiple decrement 
such varied matters as forecasts of mor- stay tables can be prepared to appraise 
tality and longevity; the biological, the relative probabilities of a patient 
geographic, and occupational factors in- dying in hospital, being discharged, or 
fluencing longevity; and the estimation leaving the hospital against medical 
of the money value of man. In the advice. 
discussion of these problems, we find We are sure that many of you are ask- 
reference to special life tables and mul- ing how large a hospital or hospital sys- 
tiple decrement tables which depict tem is needed to undertake such studies 
differences in mortality in relation to profitably. Obviously, the small mental 
such variables as sex, race, marital or tuberculosis hospital would generally 
status, physical condition, and other not have sufficiently large turnover of 
personal and biological characteristics patients to warrant stay table analysis 
of man. of its data by the “census method.” 
Valuable contributions to our under- Cohort analysis of annual admissions 
standing of hospital populations may be to prepare a partial stay table would 
obtained from special stay tables pre- provide useful information. 
pared to appraise the influence of these Stay tables prepared by means of 
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the census method also would not be 
adaptable to the needs or facilities of 
a general hospital. In these instances, 
stay tables prepared on the basis of 
either admission or discharge cohorts 
would be the method of choice. Thus, 
data usually available from existing 
records can be utilized in these studies. 

A hospital system which compiles re- 
ports for a number of chronic or general 
hospitals could readily introduce stay 
tables into its analysis and benefit 
greatly through their application. Where 
machine facilities are available, complete 
stay tables may be prepared without re- 
course to manual computations. The 
required machine procedures have been 
developed in our office by adapting the 
programming employed by Spiegel- 
man‘? in preparing life tables by 
mechanical means. 


SUMMARY 

1. The length of stay of patients in hospitals 
is a major concern of hospital administrators 
and statisticians. Consideration of some of the 
inadequacies and limitations of current indexes 
of hospital stay has suggested the adaptation 
of life table methodology to hospital statistics. 

2. Hospital stay tables, similar to life tables 
in concept and form, are designed to present a 
dynamic and integrated picture of both the 
hospitalization requirements anc the discharge 
experience of a group of admissions at sig- 
nificant points in time subsequent to their 
admission. 

3. Two methods of deriving hospital stay 
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tables are outlined. It is noteworthy that hos- 
pital stay tables can generally be accomplished 
within the framework of existing hospital 
records systems. 

4. It has been suggested that the employ- 
ment of hospital stay tables and other bio- 
metric technics can do much to improve and 
extend the utilization of hospital statistics. 


REFERENCES 

. U. S. Public Health Service, Division of Hospital 
Facilities of the Bureau of Medical Services. Hos- 
pital Beds in the United States. Pub. Health Rep. 
67, 3:312-315 (Mar.), 1952. 

. Crosby, Edwin L. “Rural Hospital Morbidity; 
Statistical Analysis of 13,014 Consecutive Hospital 
Discharges in Otsego County, New York.” Rural 
Medicine. Baltimore, Md.: Thomas, 1939, pp. 
26-41. 

. Densen, Paul M. The Development and Use of 
Statistical Practices in Hospital Work. Biometrics 
3, 3:109-117 (Sept.), 1947. 

Fraenkel, Marta. Hospital Records as Source of 
Morbidity Statistics, 1951. Unpublished. 

.Seott. J. Allen, and Brenkus, Peggy M. The 
Functions and Methodology of a Hospital Statistical 
Division. Texas Rep. Biol. & Med. 9, 1:146-170 
(spring), 1951. 

. Councell, Clara E. Hospital Records as a Source 
of Morbidity Statistics. AJ.P.H. 31, 10:1044-1050 
(Oct.), 1941. 

. Israel, Robert H., and Johnson, Nelson A. New 
Facts on Prognosis in Mental Disease. Am. /. 
Psychiat. 104:540-545 (Mar.), 1948. 

. Malzberg, Benjamin. Rates of Discharge and Rates 
of Mortality Among First Admissions to the New 
York Civil State Hospitals. Ment. Hyg. 26, 1:104 
120 (Jan.), 1951. 

.U. S. Public Health Service, Institute of Mental 
Health. Report of Second Conference of Mental 
Hospital Administrators and Statisticians. (Oct.), 


, Raymond. Medical Biometry and Statistics. 
Philadelphia, Pa.: Saunders, 1940. 
. Dublin, Louis I., Lotka, Alfred J., and Spiegelman, 
Mortimer. Length of Life. New York: Ronald 
Press, 1949. 
. Spiegelman, Mortimer. Construction of the State 
and Regional Life Tables, 1939-1941. Tr. Actwarial 
Soc. Am. 49, 1948. Reprinted by Metropolitan 
Life Insurance Company 


| 
| 4 
q 
3 
6 
7 
| 
| 9 
1 
10 
| 
. 


Cultures of tubercle bacilli inoculated into chocolate drink, 
milk and ice cream mixes were found, in this laboratory study, 


to be quickly killed by heat above slow pasteurization tem- 


peratures. 


Thermal Destruction of Mycobacterium 
tuberculoas var. in Certain 
Liquid Dairy Products 


HERMAN N. BUNDESEN, M.D., F.A.P.H.A., T. F. DANFORTH, 
D.V.M., HELEN WOOLLEY, ann EDWIN C. LEHNER 


REVIEW of the literature failed to 
disclose definite information on the 
time and temperature requirements for 
the thermal destruction of M. tubercu- 
losis var. bovis in chocolate drink, 12 
per cent milk, and 12 per cent ice cream 
mix, when these products are to be 
pasteurized by the high-temperature 
short-time method. 

The Chicago Board of Health labora- 
tories conducted this study to establish 
evidence whereby limitations for pas- 
teurization could be more accurately 
found, and to determine whether or not 
M. tuberculosis var. bovis would survive, 
if present, in certain liquid dairy prod- 
ucts which had been subjected to ele- 
vated temperatures for brief periods of 
time. 

The use of the high-temperature short- 
time method of pasteurization requires 
accurate time and temperature control, 
because a slight error in either tem- 
perature or time may have a more 
serious effect in this method of pasteuri- 
zation than when lower temperatures 
for a 30-minute holding period are 
employed. 

In 1925, Martin, Swope, and Knapp,’ 
in pasteurizing experiments on _ ice 
cream, used temperatures as high as 
165° F. and holding periods from 15 
minutes to 2 hours. They concluded 
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that the flavor of the finished ice cream 
was slightly better when pasteurized at 
145° or 155° F. than at 165° F.  Per- 
haps the length of time as well as the 
high temperature that was used to pas- 
teurize the product caused this notice- 
able change in the flavor. 

Hening,? in 1928, pasteurized ice 
cream mix at 180° F. for 10 minutes and 
found that the viscosity of the mix and 
the size of the fat clumps in it were de- 
creased, and that the whipping qualities 
were improved. However, the finished 
ice cream was criticized as having a 
cooked flavor, and it was concluded that 
the use of 180° F. for 10 minutes was 
impractical. 

Dahle, Keith, and McCullough ® vat- 
pasteurized ice cream mix at 150° F. 
for 30 min., 160° F. for 20 min., and 
170° F. for 10 min. and found that the 
mixes at the higher temperatures of 
pasteurization whipped faster and had a 
lower viscosity than did those pas- 
teurized at the lower temperature. 

Dahle and Barnhart * used a contin- 
uous system of heating together with a 
centrifugal heater to secure momentary 
high temperatures in the pasteurization 
of ice cream mix. They found that ice 
cream mix so pasteurized at tempera- 
tures of 170° and 180° F. showed a 
decrease in the degree of fat clumping, 
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a reduction in viscosity and freezing 
time, and an increase in protein stability. 

The experiments as reported by the 
above authors showed that ice cream 
mix could be pasteurized at high tem- 
peratures without injuring the properties 
of the mix other than its flavor. 


PREPARATION OF CULTURE 

Cultures of M. tuberculosis var. bovis, 
strain No. 9805, and a strain of var. 
hominis, No. 9366, were obtained from 
the American Type Culture Institute. 
The bovis strain was selected for this 
study because of its incidence in dairy 
herds and its pathogenicity to infants, 
and children who are the most important 
milk and frozen dessert consumers. The 
hominis strain was selected because of its 
importance as a possible contaminant of 
milk products from man, and was used 
to establish its resistance to heat as com- 
pared with the bovine strain in the 
water control tests. These cultures were 
grown on Saenz culture medium and, 
after a good growth appeared, the cul- 
tures were washed with minimum 
amounts of a sterile solution containing 
0.001 per cent of Tween 80 (poly- 
oxyethylene (20) sorbitan monooleate) 
into a sterile bottle containing glass 
beads, to be used as a stock suspension. 

These stock suspensions were agitated 
intermittently in a horizontal shaking 
machine for approximately 120 hours to 
facilitate the production of a suspension 
free of clumps. The concentration of 
the final stock suspension of the var. 
bovis strain was estimated, by a modified 
Breed count, to contain 200,000,000 
bacilli per ml. and the var. hominis 
strain was estimated to contain 70,000,- 
000 per ml. 


GENERAL SCOPE OF TEST 

The liquid dairy products used in the 
tests were submitted by the Dairy In- 
spection Section of the Chicago Board of 
Health. A weighed amount of each 
product was heated to the test temper- 
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ature level and then inoculated with a 
known amount of the suspension of 
tubercle bacilli var. bovis. At designated 
intervals, samples were withdrawn into 
a syringe containing sufficient sterile 
diluent to cool the samples immediately. 
The samples were transferred to dia- 
phragm stoppered vials for safe and 
convenient handling and were kept re- 
frigerated until guinea pig inoculations 
were made, from two to four hours after 
the test. 


TECHNICAL PROCEDURE 

For each test, 750 gm. of the dairy 
product being tested were placed into a 
metal container equipped with a stirring 
apparatus. The metal container was 
immersed in a hot water bath so that 
the surface of the product was below 
that of the heating medium (the water). 

Preliminary tests showed that there 
was a differential of 1° F. between the 
water bath temperature and the temper- 
ature of the test product under agitation 
and accordingly the water bath was 
maintained at 1° F. higher temperature 
than the test temperature. After the 
product was brought to the desired 
temperature and uniformly stabilized 
with the product in motion from the 
stirring apparatus, one ml. of the stock 
suspension (M. tuberculosis var. bovis) 
was added below the surface of the test 
product through a two-inch needle at- 
tached to a syringe containing one ml. 
of the suspension or inoculum. This 
amount exposed each product to approxi- 
mately 265,000 bacilli per gm. 

Every precaution was taken to pre- 
vent film and foam formation on the 
surface of the test material or product. 
The exposure period was begun just as 
the last portion of the suspension or 
inoculum was discharged from the 
syringe. 

Four samples were taken from each 
test level specimen, the first after 15 
sec. exposure, the second after 20 sec.. 
the third after 25 sec., and the fourth 
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after 30 sec. exposure. Each test was 
conducted in like manner at 160° F., 
165° F., 170° F., 175° F., and 180° F. 
with each dairy product, viz., chocolate 
drink, 12 per cent milk, and 12 per cent 
ice cream mix. 

After each exposure time, a 6 ml. 
sample was withdrawn into a 10 ml. 
syringe which contained 3 ml. of cold 
sterile water, thus rapidly reducing the 
temperature of the withdrawn material 
to about 120° F., well below the lethal 
temperature for tubercle bacilli. This 
syringe had a long embalmer’s needle 
for submerging well below the surface 
of the test product. 

Three guinea pigs were used for each 
heated test specimen and each pig was 
injected subcutaneously in the region 
of the inguinal gland, with 2 ml. of the 
product. The guinea pigs were observed 
for 42 days, after which time the sur- 
viving pigs were killed and examined for 
evidence of tuberculosis. All animals 
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that died before 42 days were examined, 
also. 

The remainder of the heated test 
specimens was preserved in the refriger- 
ator. New pigs were injected to replace 
those which died within 20 days after in- 
oculation. 

Cultures were made from suspicious 
lesions on the guinea pigs, and other 
guinea pigs were injected with a suspen- 
sion of the suspected tissue. 


RESULTS 

Five guinea pigs showed acid-fast 

organisms on smears from the tissue at 

the site of inoculation, but all proved 

noninfective on subsequent culturing 
and guinea pig inoculation. 

Table 1 shows the detailed findings. 


SUMMARY 
Under a standardized test procedure, 
the Mycobacterium tuberculosis var. 
bovis, strain No. 9805, failed to produce 


Taste 1 


Product Temperature F° 
160° 15 


Chocolate Drink 
165° 


“ 170° “ 
“ 175° “ 
180° 


160° 18 
165° 
“ “ 170° “ 
“ “ 175° 
“ “ “ 180° “ 
160° 1s 
165” 
170° 

175° 


« “ ‘ 180° 


12 per cent Milk 


12 per cent Ice Cream Mix 
“ 
“ 


“ “ “ “ 


Human Strain 
150 
153° 


160° 


Water Control 


Water Control Bovine Strain 


Infected 
Exposure in Seconds Guinea Pig 

20 25 3o None 
o 
‘ 
20 25 30 None 
‘ 
20 2 30 None 

5 seconds None 
5 seconds None 
‘ 


Unheated controls (stock suspension) produced typical tuberculosis in guinea pies which was confirmed by 
gross and microscopic examination 
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tuberculosis in guinea pigs after exposure 
to test temperatures of from 160° to 
180° F. for periods of 15 to 50 seconds 
in chocolate drink, 12 per cent milk, and 
12 per cent ice cream mix. 
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The Journal 25 Years Ago 


The year 1928 represented something 
of a milestone in the history of the 
Journal, It began its eighteenth year in 
a new dress—with, as an editorial put 
it, “a color of livelier hue . . . a type 
notable for its beauty and legibility” and 
“printed on a fine grade of book paper.” 
It was also the issue in which for the 
first time The Nation’s Health was in- 
corporated. 

Among the items that have a some- 
what quaint sound today are the men- 
tion of “our unprecedented prosperity” 
on the very first page of volume 18; 
“the housewife has more money to spend 
on the necessities of the household, on 
food, on clothing, and on shelter to a 
degree that has never been possible for 
so many,” and “colds are not infectious 
but are due to a disturbance of the 
alkaline reserve or balance.” 

On the other hand, what might be 
said even today are the articles announc- 
ing the beginning by the National 
Tuberculosis Association of a campaign 


for the early diagnosis of tuberculosis 
together with editorial comment, both 
in the January, 1928, issue and another 
by Mazyck Ravenel on “The Prepara- 
tion and Presentation of Papers” (Feb- 
ruary, 1928) which starts with the 
eternal truth that ‘the first requisite for 
a paper is having something to say which 
is of value.” 

Notable also in the 1928 volume are 
the extensive contributions each month 
by section representatives, whom Dr. 
Robert Patterson has called “dedicated 
contributors”—-Henry Vaughn for pub- 
lic health administration, C. C. Young 
for laboratory, Louis Dublin for vital 
statistics, Arthur P. Miller for public 
health engineering, Emery Hayhurst and 
Leonard Greenburg for industrial hy- 
giene, Walter S. Frisbie for food, drugs. 
and nutrition, Merrill Champion for 
child hygiene, Miriam Ames for public 
health nursing, Evart G. Routzahn for 
education and publicity, and James A. 
Tobey for law and legislation. 
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Perhaps more than any other health worker, the public health 
nurse is given the opportunity to recognize home accident 


hazards and hazardous practices. This paper makes a plea for 
accident prevention as a part of public health nursing 


education, 


The Importance of Home Safety in the 
Public Health Nursing Curriculum * 


ELISABETH C. PHILLIPS, R.N., F.A.P.H.A., ano 
MADELINE PERSHING, R.N. 
Executive Director, Visiting Nurse Association, Rochester, N. Y.; and Nurse 
Officer, Home Accident Prevention Unit, Division of Sanitation, U. S. 


VERY year for many years, acci- 
dents in American homes have 
taken almost exactly the same high toll. 
Their costs mount high in lives lost, in 
permanent disabilities suffered, in medi- 
cal expenses, and in loss of wages and 
services. Accidents as a cause of death 
are exceeded only by such well known 
killers as heart disease, cancer, and 
intracranial-vascular disorders. Approx- 
imately one-third of the accidents re- 
sulting in death occur in the home. 

Not all home accidents are fatal, of 
course, but many of them have other 
tragic aftereffects. The available sta- 
tistics on living victims of home acci- 
dents lead to the safe assumption that, 
for every person fatally injured, four 
people are permanently crippled or dis- 
figured. In addition, it is estimated that 
for every fatal home accident, 150 per- 
sons are injured severely enough to be 
kept from their regular activities for one 
day or longer. 

Home accidents represent a major 
national problem. They affect large 
numbers of people, in every locality, in 


* Prepared in conjunction with the Nursing Study 
Group of the Subcommittee on Accident Prevention of 
the Committee on Administrative Practice of the 
American Public Health Association, 1952. 
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every age group. They are of the 
greatest relative importance in the pre- 
school and aged groups. Home accidents 
are the first cause of death in children 
from one to five years old. However, 
the greatest absolute number of fatal 
home accidents occurs among persons 
over 65 years of age. 

These facts have led to the recogni- 
tion of home accidents as a national 
health problem by such important or- 
ganizations as the American Public 
Health Association, the National Safety 
Council, the Association of State and 
Territorial Health Officers, the National 
Organization for Public Health Nursing 
(now the Department of Public Health 
Nursing of the National League for 
Nursing), and the U. S. Public Health 
Service. 

The aim of public health workers can 
best be understood by referring to three 
well known statements. One was made 
by Dr. C.-E. A. Winslow: “Public 
Health is the art and science of pre- 
venting disease, prolonging life, and 
promoting physical and mental efficiency 
through organized community effort.” * 
The World Health Organization defini- 
tion of health, found in the preamble to 
the Constitution of that great organiza- 
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tion, is also applicable to our belief that 
home accident prevention should have 
recognition and application in all health 
programs: ‘Health is a state of complete 
physical, mental, and social well being 
and not merely the absence of disease or 
infirmity.” * 

The third statement considered here 
is Dr. H. S. Mustard’s definition of a 
public health problem: “A health prob- 
lem becomes a public health responsi- 
bility if or when it is of such character 
or extent as to be amenable to solution 
only through systematized social action. 
Its relative importance varies with the 
hazard to the population exposed. This 
hazard may be qualitative, in terms of 
disability or death; quantitative, in 
terms of proportion of population af- 
fected; it may be actual or potential.” * 

By the terms of any or all of the 
above statements, the reduction of home 
accidents should rank high on the list 
of objectives of all public health or- 
ganizations. This becomes even more 
inescapable when we consider that 
safety in the home has long been inti- 
mately associated with many well 
established health programs. Maternal 
and child health programs are the ones 
with which safety has been longest and 
most closely linked. In helping parents 
to understand the chief problems of the 
young and how to cope with them, edu- 
cation for safety has had for a long time 
a definite and important place. 

Another justification for considering 
home accidents as a health problem is 
found in the realization that something 
practical can be done to prevent them 
through the exercise of established 
public health practices and principles. 

An examination of the major public 
health technics reveals that each can 
make a specific contribution to the re- 
duction of home accidents, For in- 
stance, the analysis of reports of fatal 
and nonfatal home accidents, when such 
reporting is complete enough to be valid, 
is an important public health technic 
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which helps to place accidental deaths 
and injuries in their proper perspective 
in developing the over-all health pro- 
gram of a community, state, or nation. 
The objective of an epidemiological 
analysis of home accidents is to learn 
when and where the events resulting in 
an accident took place, how they oc- 
curred, and who was hurt. Thus, 
through epidemiological analysis, condi- 
tions which predispose to accidents can 
be recognized. With this knowledge, 
predictable accidents can be prevented. 
Among the concrete results of such 
studies are the efforts of architects to 
build safety into the home, and of manu- 
facturers of household equipment to per- 
fect the design of their appliances for 
safe use. 

Environmental control is another 
public health technic which can con- 
tribute to home safety through efforts 
in two main channels. One is the reduc- 
tion or elimination of hazards which are 
either built into the home in planning, 
design, and construction, or added sub- 
sequently by the householder. The 
other is the control of hazards associated 
with the construction, installation, and 
operation of household appliances and 
equipment. 

Health education has contributed 
greatly to home accident prevention in 
public health programs by stimulating a 
safety consciousness among health 
workers and by alerting the citizenry to 
the recognition of home accidents as a 
community problem as well as an indi- 
vidual one. Also, health education has 
stressed the fact that since home acci- 
dents are not spread by a specific causa- 
tive agent, they are, therefore, not 
amenable to a_ simple, one-subject 
approach. 

Many interests in the community are 
contributive to home safety. The com- 
munity organization of such professional 
and business groups as fire prevention 
specialists, construction engineers, appli- 
ance manufacturers, educators, psychol- 
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ogists, and many others lead to the 
pooling of skills, consolidation of opin- 
ion, and coordination of efforts which 
will make a tremendous impact upon the 
problem. In all communities this can 
be the stimulus for the application of all 
public health technics toward the effec- 
tive reduction of home accidents. 

All the goals of public health cannot 
be reached unless the technics of public 
health nursing are applied to those 
facets of the problem which other pro- 
fessional health personnel are not pre- 
pared to undertake. The nurse is a key 
person on any health team, whether in 
hospitals, health departments, schools, 
industry, or private practice. She brings 
and emphasizes to the family the mes- 
sage and work of the physician, engineer, 
or laboratory analyst, and she helps to 
interpret the patient’s reactions and 
needs to these and other members of the 
health team. There is no other profes- 
sional health worker who goes so regu- 
larly into so many different homes. 

Most persons have for many years 
recognized the nurse as a friendly and 
capable interpreter of health measures. 
She is able to command and hold this 
strategic position in the many house- 
holds she visits because of her skillful 
observation, interviewing, teaching, and 
her knowledge of personal relationships 
and human behavior. The nurse, in a 
home visit, has opportunity to observe 
conditions or situations having an acci- 
dent potential, and to guide members of 
the household in the application of safe 
practices. 

The nurse has another important 
attribute which makes her especially 
competent in home accident prevention: 
she has the knowledge and background 
to give her medical understanding. She 
understands medical terminology and 
diagnostic methods and is able to pro- 
vide valuable assistance to the physician 
in his efforts to include home safety in 
his practice of preventive medicine. 

The nurses in industry and the 
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schools are closely associated with inter- 
ests of the homes. Each person who is 
a recipient of nursing service or who is 
affected by nursing activities comes from 
a home and will return to a home. 
Because of this, conditions in the home 
may be very greatly improved by the 
influence of the industrial or school 
nurse upon the individual served by her 
in the plant or school. 

Even though nurses are individuals 
working in different places under vary- 
ing conditions, and with specific respon- 
sibilities, the strategic position of the 
nursing profession in the community 
places each nurse in a position of liaison 
among the home, the health department, 
and the other community agencies which 
touch on the health, welfare, education, 
protection, and recreation of family 
members. 

One of the objectives of nursing edu- 
cation is the preparation of the protes- 
sional nurse to understand and be able 
to participate in all types of family 
health service. Home accident preven- 
tion is now recognized as an important 
part of such service. Thus, the nurse 
must be made aware of the accident 
problem, its extent, the types and causes 
of accidents, the principal factors of pre- 
vention, and her responsibility in this 
important problem. 

Since the home accident problem is 
so great, it is necessary for nurses to 
recognize the relative importance of 
home accidents, when compared to other 
causes of illness and death, and the fre- 
quency of accidental deaths and injuries 
in certain age groups. Knowledge of 
causes of home accidents, and the vari- 
ous specific and general preventive 
measures, can best be taught and prac- 
ticed if included in all learning experi- 
ences. 

Accidents, it should be stressed, are 
the first cause of deaths in the preschool 
age group, and an important cause of 
deaths in the sunset period of life? These 
facts make it imperative that nurses, in 
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the very beginning and during all levels 
of their education in nursing, develop at- 
titudes toward, knowledge of, and skills 
in safety and accident prevention. 
Because attitudes and habits of 
safety are formed in conjunction with 
each new learning experience, accident 
prevention concepts should be included 
in every appropriate course for both 
graduate and undergraduate nurses, as 
well as in inservice training. In this 
manner, every nurse, regardless of her 
special assignment, will be equipped and 
ready to take her place, with her fellow 
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professionals, on the home accident pre- 
vention team. This cannot help but lead 
more quickly to the disappearance of 
home accidents from the list of impor- 
tant killers—a goal worthy of the best 
efforts of every nurse. 
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What Next in Local Health Units 


The National Advisory Committee on 
Local Health Units has set itself the 
task of exploring during 1953 ways in 
which its member national agencies can 
contribute to grass roots sentiment for 
better health services. This committee 
of the National Health Council, at its 
fifth annual meeting in New York on 
December 18, designated its executive 
committee as a strategy board for plan- 
ning a real attack on the areas still with- 
out organized full-time health depart- 
ments. By assaying the various states, 
particularly the 30 that have been in- 
volved in regional conferences on local 
health services, it is hoped to select one 
or two as “pilots” in a demonstration of 
methods whereby the national agencies 
can, through their local affiliates, carry 
forward the committee’s goal of ‘“com- 
plete coverage of all communities and 
citizens by local full time public health 
units under competent professional 
direction and properly supported.” 

Haven Emerson, M.D., representative 
of the American Public Health Asso- 
ciation, is honorary chairman of the 
committee. Harold T. Friermood, secre- 
tary of health and education, National 
Council, YMCA, is the newly elected 


chairman, succeeding Lee A. Rade- 
maker, M.D., practicing surgeon of 
Salisbury, Md., and representative of 
Lions International, who has been chair- 
man for the past two years. Other 
officers are: 


Vice-chairman—Sol §S. Lifson, National Tu- 
berculosis Association 
Secretary—Mrs. Theodor Oxholm, Spokesmen 
For Children 
Executive Committee: 
Nelson Jackson, National Urban League 
Mrs. Luther Kice, Women’s Auxiliary, 
American Medical Association 
Mrs. Newton P. Leonard, National Con- 
gress of Parents and Teachers 
Mrs. Lillian Majally, American Medical 
Women’s Association 
Philip Phair, D.D.S., American Dental Asso- 
ciation 
Lee A. Rademaker, M.D., Lions Interna- 
tional 
Dorothy Rusby, R.N., National League for 
Nursing 
Milton Shurr, Conference for Health Council 
Work 
George Voss, National Foundation for In- 
fantile Paralysis 


Martha Luginbuhl, research assistant 
of the APHA’s Subcommittee on Local 
Health Units, is on loan as a staff asso- 
ciate to the National Advisory Com- 
mittee. 
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The acid test of any and every contact between a health worker 


and the consumer of his wares is the benefit the consumer 
derives from that contact. This is so obvious that any discus- 
sion seems laborious, Yet, here is a reminder of how royally 


we can and do ignore this bit of obviousness. 


Pretesting Health Education Materials* 


ANDIE L. KNUTSON, Pu.D., F.A.P.H.A. 


Chie}, Experimental and Evaluation Services Branch, Division of Public Health 


URING our lifetime. great strides 
have been made in developing 
methods of mass communication. Our 
attention is now being focused toward 
refining these methods in order to in- 
crease their effectiveness. 

Studies of this problem have been 
largely concerned with the role of the 
person providing the information. Vast 
sums have been spent to refine his tech- 
nics and to improve his materials, But 
what about the other person—the one 
who is on the receiving end of the com- 
munication process? The knowledge, 
interests and experiences he brings with 
him as he views a film or reads a 
pamphlet have a great deal to do with 
the way he receives, evaluates, and in- 
terprets the information. In fact, the 
nature of his background of experience 
and his interests or wants may be more 
important than the amount and quality 
of the information itself in determining 
how he will act. 

When pamphlets are used, for exam- 
ple, there is usually no opportunity to 
answer directly the questions that arise 
in a person’s mind as he reads the 
pamphlet. It is not possible, as in a 
face-to-face situation or in a group dis- 
cussion, to draw out the reader and ob- 
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tain his interpretation of what he reads. 
It is not possible to give and take with 
him as in the course of conversation, 
making sure that what he reads means 
to him what it means to you. It is not 
possible to find out whether what you 
say makes sense to him in terms of his 
interests, wants, or pattern of behavior. 
Nor is it possible to make sure that he 
knows how to carry out the action 
recommended. 

These are serious weaknesses of mass 
communication, for unless the percep- 
tions and interpretations of the reader 
are correct, the pamphlet may leave him 
uninformed, misinformed, unconvinced, 
or unable to act in the appropriate 
manner. 

I am reminded of the story of the 
farmer who was approached by a 
stranger who wanted to know how to 
get to Podunk. The conversation went 
something like this: 


“You know where the old fork in the road 
used to be?” 

“No.” 

“You remember where that red barn burned 
down a few years ago?” 

“No.” 

“Remember the old oak that got struck by 
lightning in '29?” 

“Mister, I'm afraid I can’t help you. I 
can't tell nuthin’ to anybody who den’t know 
nuthin’ to begin with.” 


In this situation it is obvious that the 
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farmer could not communicate with the 
stranger because the stranger and the 
farmer were living in different worlds. 
They did not share those experiences 
that were necessary to communicate 
effectively in this situation. 

We need to beware lest some of the 
answers we give to questions the public 
may have about health are no more 
meaningful to the public than the 
farmer’s instructions to the stranger. 
Unfortunately, when we use mass media, 
we are in a more difficult situation than 
the farmer. If we err, we may never 
find out that the stranger is confused by 
our instructions. 

We have one way to obtain some ob- 
jective assurance that our mass com- 
munications will be fully understood and 
correctly interpreted. By pretesting our 
materials while they are in rough form, 
we can find out whether they make good 
sense to persons who have experiences 
different from our own. Pretesting is a 
means of obtaining the other man’s per- 
ception or interpretation of the message 
so that changes can be made to take 
into account his pattern of understand- 
ings and his way of life.’ 

Many technics can be used to pretest 
materials while they are still in the early 
stages of production. Some of the tech- 
nics are very simple to use; few, if any, 
require the services of a _ research 
specialist. 

No matter what technic is used, how- 
ever, the pretest should be focused to 
obtain the reactions of individuals simi- 
lar to those for whom the educational 
materials are intended. Persons of dif- 
ferent economic, social, and educational 
levels vary so widely in their experi- 
ences, wants, and values that they can- 
not view social situations in the same 
manner. Professional persons reading a 
pamphlet developed for a group with 
limited education may react in a manner 
completely different from the nonprofes- 
sional worker for whom it is planned. 
Only by testing the pamphlet on the 
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same type of persons as those for whom 
it is intended can we gain some assur- 
ance that it can communicate the mes- 
sage it carries, 

We have found it useful to plan pre- 
tests so that they yield information 
about potential barriers to effective com- 
munication. If barriers to effective 
communication are present, the pretests 
will help to identify these barriers. Steps 
can then be taken to remove the barriers 
so that the program will have a better 
chance to succeed. 

In this approach, a first broad ques- 
tion area might be: Will the materials 
reach the individuals for whom they are 
intended? If they do, will they attract 
attention and hold it long enough to be 
read? 

An exhibit cannot be effective unless 
people stop long enough to view it. A 
pamphlet cannot be effective unless peo- 
ple receive it and spend some time look- 
ing at it. A lecture cannot be effective 
unless people come to the lecture and 
are able to hear what is said. At the 
same time as being physically able to 
hear or see, they must also be interested 
if they are to be reached psychologically. 

We all recognize that when posters, 
pamphlets, or exhibits are being pre- 
pared, one should check in advance such 
things as size of print, adequate contrast 
of light and dark, style of type, and 
spacing to assure ease of reading from 
the required distance. Sometimes 
specific characteristics of the subjects 
should be considered, for example, im- 
pairment of vision due to age or dis- 
ability. The simple objective test of 
having members of the intended audi- 
ence read the poster, pamphlet, or see 
the exhibit may: disclose barriers that are 
overlooked despite the best precautions. 

An exhibit or poster that is to be 
widely used should be set up and pre- 
tested in a situation similar to the one 
in which it will subsequently be used. 
An observer. standing some distance 
away with a stop watch can obtain data 
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which will be extremely useful in im- 
proving the exhibit. A record of how 
visitors behave during a given period of 
time will help to answer questions such 
as: How long do they stop? How does 
this time compare with the time it takes 
to go over the exhibit or poster com- 
pletely? What seems to attract their 
attention? What seems to hold their 
interest? What parts do they seem to 
ignore?) What comments do they make 
as they view the material? 

After they leave the exhibit or poster, 
it is useful to ask people a few simple 
questions such as: Why did you stop to 
look at the exhibit? What attracted 
your attention? What did you expect 
to see? What did you find most inter- 
esting? What did you find least in- 
teresting? What would you like to know 
more about? Responses to questions 
such as these may suggest various ways 
to improve the poster or exhibit before 
it is more widely distributed. Similar 
questions can be asked about pamphlets 
or other educational materials. 

Another major question area about 
which to focus pretests is: Are the 
words, concepts, or illustrations used 
fully understood? Do they have the 
same meaning for members of the in- 
tended audience as they have for those 
planning the program? Unless these 
words, concepts, and illustrations are 
fully understood, your net result may 
be a confused, misinformed, or antago- 
nistic public. 

Some objective measures, such as the 
Flesch or Dale-Chall tests of readability 
and the Thorndike-Lorge and other 
word lists, may be used to test rough 
copy before publication.** These tools 
are useful for measuring the reading 
difficulty of exhibit materials, pamphlets, 
annual reports, news letters, posters, 
radio programs, films—in fact, almost 
any kind of verbal communication. 
Through applying these tests at an early 
stage of development of materials, the 
sections that are not likely to be under- 
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stood by most members of the potential 
audience can be identified and revised. 

These technics are easy to learn and 
to apply. Once a good understanding 
of the method is acquired, pretests can 
be applied by anyone as a regular step in 
preparing materials. 

Despite the usefulness of these ob- 
jective scales, they do not include 
measures of the quality of writing, nor 
do they identify concepts that may be 
misunderstood. We have found it useful 
to bring rough material to members of 
the intended audience asking them: 
Would you mind reading this and un- 
derlining for us any parts that you 
think some people might not under- 
stand? A follow-up interview with the 
people on the parts they have under- 
lined helps to identify causes of con- 
fusion and to suggest methods of im- 
provement. 

We have frequently taken pamphlets 
or posters or film story boards out to 
members of the intended audience and 
asked them to interpret back to us the 
meaning of the materials. We may ask 
questions like these: What would you 
say this picture shows? What do you 
think most people would get out of this 
illustration? How would you interpret 
this chart? 

In one instance, a pictorial map used 
in a training guide for professional pub- 
lic health people was interpreted in 
different ways by each of seven members 
of a local health department. Not one 
of these professional people correctly 
interpreted the map. From-a review of 
their responses, we obtained suggestions 
that were useful in overcoming misun- 
derstandings. 

We strongly urge you to try this 
technic of trying out your materials on 
members of the intended audience and 
asking these people to interpret them 
back to you. We have obtained many 
valuable clues in this way. 

A third major question to consider in 
pretesting is: Do people really under- 
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stand the point of the message? Do 
they clearly understand what they are 
expected to do and why? The primary 
purpose must be correctly interpreted 
by the audience since we cannot expect 
a program to succeed if the audience 
does not grasp its intended purpose 
at the start. 

In this situation, we have again found 
simple interviews with members of the 
intended audience a valuable tool. After 
members sof the group have read a 
pamphlet or poster in rough form, we 
ask them one or two questions to de- 
termine what they perceive the purpose 
of the materials to be. 

For example, we interviewed one 
group to determine whether a pamphlet 
on the use of a salt-soda solution as a 
substitute for blood plasma for shock 
from severe burns would be understood 
by the general public. After they had 
read the pamphlet, we asked them ques- 
tions like these: How would you know 
a person was suffering from shock? Is 
there anything you can do for a person 
suffering from shock? From _ their 
responses, we learned that most of the 
persons interpreted “shock” as meaning 
psychological or mental shock rather 
than physiological shock, even after 
reading the pamphlet. As a result, they 
did not clearly relate the use of the 
salt-soda solution to the treatment of 
severe burns although this was a major 
point of the pamphlet. Several com- 
mented that they would give the injured 
persons the solution to drink so they 
would not feel shocked looking at each 
other’s injuries. These comments sug- 
gest that confusion about the concept 
of shock was a real barrier to under- 
standing the health practice recom- 
mended. Clarification was clearly needed. 

Another question to consider in pre- 
testing is: Do the people find in the 
information something to satisfy their 
wants or to help them in achieving their 
goals—that is, something that ties in 
with their patterns of motivation. 
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Studies have shown that each indi- 
vidual brings to any situation he faces 
a unique pattern of personal and group 
values. These serve him in sifting out 
of each new situation certain things to 
see and hear, to remember, and act upon. 
We tend to accept and use new informa- 
tion when it helps us to achieve our 
goals, and we tend to disregard new 
information if it does not fit in with 
what we want to get or to achieve. 

We would all agree that information 
about the wants and interests of a group 
should be considered in preparing mate- 
rials for their use. Unfortunately, how- 
ever, such information is not always 
available, and programs cannot always 
be held up while it is being collected. 
In situations like this, a few interviews 
with members of the intended audience 
may suggest ways of reorienting mate- 
rials to tie in better with existing wants 
and values of the group. 

We have found it helpful to ask 
people to read our materials before they 
are completed. Then we try to focus 
a discussion around questions like these: 
Is the problem one that concerns them 
individually and as a group? Is it one 
they want to do something about? Do 
they feel they can solve it? Does the 
solution proposed jell with what they 
want to do about it? Does it conflict in 
any way with other things of value to 
them or things they are striving for? 

A final question I would urge you to 
consider in pretesting is this: Is the ac- 
tion recommended in accord with the 
way individuals in the intended audience 
usually behave? If not, efforts made 
to carry out the action could lead to 
conflicts in personality or adjustment, or 
to conflicts in social behavior. 

It is not sufficient for health education 
to tie in with existing patterns of moti- 
vation. What is presented must help 
individuals to achieve health goals with 
a minimum of disruption of their ways 
of life. It is unreasonable to expect 
new practices to be readily accepted if 
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they conflict with deep-rooted habit pat- 
terns. At the same time, it is wasteful 
to re-educate more than is necessary to 
achieve adequate improvement in health 
behavior. 

For example, it is probably easier for 
a person to accept and adjust to a diet 
which makes maximum use of foods with 
which he is already familiar than to 
switch over to an entirely new food 
pattern which is not in accord with his 
culture or past experience. 

In our efforts to pretest, we have 
gained new insights by asking those who 
have read our rough materials: If you 
were going to do the things the pamphlet 
suggests. how would you go about it? 
What are some of the things that might 
interfere? What are some of the reasons 
other people like yourself might object 
to doing these things? 

We also find it useful to examine the 
material item by item, paragraph by 
paragraph, asking ourselves: Are there 
any steps in the health practice that 
may not be essential to achieving im- 
provement? Are all essential steps 
described? Is any information included 
that is not needed by the individual in 
order to carry out the health practice? 

We find, for example, that some pub- 
lic health people who have been fre- 
quently exposed to the chart of the seven 
basic food groups have _ difficulty 
identifving the seven basic foods. They 
do not systematically use the concept 
of the chart in shopping or in selecting 
foods from the menu. Our pretest here 


suggests that it might be profitable to 
explore further to see if some more 
effective technic for teaching nutrition 
can be developed. 
Pretests, such as 


I have described. 
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cannot take the place of exploratory 
studies to obtain the data necessary for 
good program planning. Rather, they 
become appropriate after a competent 
educator has critically reviewed the 
plans and methods and judged them to 
be logically sound. There is little to 
be gained in pretesting the use of an 
obviously unsound method or technic. 
It should also be pointed out that pre- 
tests are no substitute for sound evalua- 
tion. Valid evidence of the effectiveness 
of a program in achieving its objectives 
can only be obtained after the program 
has been carried out. 

Pretests can be most helpful while a 
program is being developed or materials 
are in the process of preparation. Vari- 
ous types of pretests can be employed 
to determine whether or not specific 
steps in the program are being success- 
fully carried out. The technics are 
simple, yet they vieid data that supple- 
ment both the exploratory studies and 
the critical review of the educator. They 
help to identify possible barriers to 
effectiveness and in this way increase 
the likelihood of success. 
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This after-the-fact survey of the reasons some towns incorpo- 
rated demonstrated public health projects into their perma- 
nent community services, whereas others did not, will prove 
highly revealing. Incidentally, it may cause some wholesome 


soul-searching. 


A Psychological Approach To Developing 
Principles of Community Organization” 


NANCY STARBUCK MELTZER, Pux.D. 


Education Psychologist, Division of Dental Public Health, U. S. Public 
Health Service, Washington, D. C. 


AM sure that most of us have asked 

ourselves at one time or another— 
how exactly should I go about encourag- 
ing the establishment of sound, continu- 
ing communicy programs? The literature 
fairly bristles with answers to that 
question—answers set forth by countless 
public health people with a particular 
sensitivity to the behavior of com- 
munity groups. A great many of 
their articles contain extremely valuable 
insights into the problem of successful 
community programming. However, we 
have come to realize that, all too often, 
the reports of men and women experi- 
enced in community program organiza- 
tion do not describe the essential reasons 
for their success. 

The reasons may be so fundamental, 
so simple, and may be so obvious that 
the authors tend to take them for 
granted and do not even bother to men- 
tion them. Still more important, per- 
haps, is the fact that such studies usually 
reflect only the experience of the author 
himself and may not be applicable at all 
to other situations. 

Unless we find out definitely which of 
the studies are applicable to the organi- 
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zation of any community program, and 
which are not applicable, we cannot 
hope to make practical and effective use 
of the mass of literature on this subject. 
It seems fairly obvious that carefully 
controlled experiments provide the only 
reliable means of doing this, the only 
means by which we can develop what 
may properly be called principles of 
community program organization. 

Unfortunately, the words “study” and 
“demonstration” have been used too 
loosely in describing much of the past 
work done in this field, a circumstance 
bound to pose innumerable pitfalls for 
the inexperienced, or undercritical re- 
searcher. Especially misleading is the 
assumption that the findings of these 
studies, or demonstrations, can be con- 
sidered as proven facts—sound prin- 
ciples applicable to any situation. There 
is no doubt that the findings have been 
useful in suggesting some of the factors 
which may be responsible for program 
success, but until they are thoroughly 
tested, they cannot be considered as 
principles, but only as hypotheses or 
assumptions. 

The end result of any action based 
merely on supposition is rather hard to 
predict. Untested assumptions are cer- 
tainly not a solid foundation for plan- 
ning community programs, not if we 
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expect worth-while results from such 
programs 

Experience in one situation can only 
suggest the reasons for success in that 
particular situation. By the way, we in 
public health work have an unfortunate 
habit of talking and writing only about 
our successes, ignoring our failures and 
seldom examining the principles we were 
trying to use when we failed. It does 
little good to study the methods that led 
to program success in one community, if 
we forget that the identical methods 
have failed miserably in other similar 
communities. When that happens, it is 
a case of using methods based on un- 
tested assumptions, rather than on 
sound principles. 

The folly of relying on untested .as- 
sumptions becomes glaringly apparent 
when we note the many contradictions 
in the literature. One author says, for 


example, that “the basic technique in 
community organization is getting peo- 
ple together . . . forming a committee.” ' 


Elsewhere, in a report by a health edu- 
cation committee, we find this state- 
ment: “There is no single best plan for 
community organization. Local factors 
and available personnel will determine 
the type of organization.” * How can 
we reconcile these two so-called prin- 
ciples? 

Four other statements culled from 
the literature on community program 
organization state: “Educational pub- 
licity, rather than propaganda, should 
be used.” ® 

“A program should evolve under the 
guidance of a central representative 
planning group.” * 

“Leaders should be chosen from the 
status level of the groups to be served.” © 

And finally, the statement—‘‘Know 
the community resources.” ® 

On the surface, these may sound 
similar to statements of principle, prin- 
ciples to be used as guides in any com- 
munity situation. Unhappily, however, 
there are many situations where not one 
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of these principles could be used. How 
then can we describe them correctly as 
principles? 

I believe that the crux of the problem 
is that in our single-minded search for 
successful technics we lose sight of our 
basic problem, which is essentially one 
of human behavior. Why does John 
Doe accept this idea and work to accom- 
plish this goal? Why does he reject 
another idea? Why do John Doe and 
Joe Doaks react entirely differently to 
the same set of conditions? 

This is the problem we had in mind 
when we planned a study not long ago 
for the Public Health Service, the 
Division of Dental Public Health.’ As 
a springboard for this study we used the 
best available psychological evidence on 
why people accept or reject certain 
ideas, drawing from the literature three 
principles of individual behavior which 
seemed generally applicable to the prob- 
lem of community organization. 

To test these principles, we chose one 
aspect of a particular health program, 
the Topical Fluoride Demonstration 
Program. Most of you, I am sure, are 
familiar with this program. Its over-all 
goal was to improve the dental health of 
American children by promoting the 
widespread use of a tooth decay preven- 
tive—specifically, the application of a 
sodium fluoride solution to teeth—a 
method that can reduce the incidence of 
tooth decay by as much as 40 per cent. 

One of the methods used was to 
demonstrate the technic in the schools 
in the hope of encouraging community 
leaders .to establish continuing topical 
fluoride programs in their school systems. 
The purpose of our study was to find 
out why some community leaders did set 
up continuing programs, why others did 
not. 

Community leaders were interviewed 
in six communities: two communities in 
Pennsylvania, two in New York, and 
two in Massachusetts. At least one year 
before our study began, each of these 
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communities had been visited by a 
Public Health Service team demon- 
strating topical fluoride applications. 
Since the team’s departure, three of the 
communities had established continuing 
topical fluoride programs in the schools. 
In the other three communities, no effort 
had been made to organize permanent 
programs. I should add here that all of 
these towns were similar as to economic, 
geographic, and other factors. Also, we 
found no significant differences in the 
types of men and women who were the 
community leaders in these towns. 

One of the three principles we had 
drawn from our original study of the 
literature on psychological research was 
this: the decision to initiate *n action 
depends on the action’s being perceived 
as leading to a desired goal. 

Our belief was that this principle of 
individual behavior could be applied to 
community behavior, too. Specifically, 
we assumed that if community leaders 
are to accept a program, they must see 
it as a means of solving a problem they 
want solved. 

To test our assumption, we drew up 
a series of questions to find out whether 
the leaders in the two types of com- 
munities—-we call them the successful 
and the unsuccessful communities— 
whether these leaders differed as we sus- 
pected they would. If our idea was 
right, we would find that leaders in the 
successful towns had seen the topical 
fluoride program as a means of solving 
a problem. By the same token, we 
would find that leaders in the unsuccess- 
ful communities had missed the point; 
they had not seen the program as solving 
a problem. Our research in this area 
covered three main points: 

Had the community leaders seen the 
Topical Fluoride Demonstration Pro- 
gram as tying in with their own objec- 
tives? 


Had they requested the program 
themselves? In other words, had the 
decision to bring the demonstration 
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team into the community been a locally 
inspired decision? 

And finally, did the leaders feel that 
they had been strongly supported by 
community groups in setting up the 
program? 

If the answers to these questions were 
generally “yes” in the successiul com- 
munities and “no” in the unsuccessful 
communities, we would have a basis for 
formulating a definite principle of com- 
munity behavior. 

Most community leaders in the suc- 
cessful communities had seen a direct 
tie-in between their own objectives and 
the aims of the Topical Fluoride 
Demonstration Program. As one junior 
high school principal put it: “I’d say 
the objectives tie in perfectly. The 
program is going to build up health, and 
health is one of the seven cardinal prin- 
ciples of education.” 

But in one of the three unsuccessiul 
communities, we got this typical remark 
from a school nurse: “I can’t see that it 
tied in. The papers had an article on 
it, but it was just something by itself.” 
Her reply reflects the general attitude 
of community leaders in the unsuccess- 
ful communities, they did not believe 
that the demonstration program would 
reinforce their own objectives. 

Most community leaders in the suc- 
cessful communities said the demonstra- 
tion team had entered their schools at 
the request of local people, or through 
cooperative agreements between local 
and state officials. On the other hand, 
a large majority of leaders in the unsuc- 
cessful communities answered that, as 
far as they knew, local people took no 
part in the decision to initiate the 
demonstration program in their com- 
munities and that it was their impres- 
sion the decision had been made by 
‘outsiders,’ either at the state or federal 
government level. 

In the successful towns, most com- 
munity leaders reported that they had 
had solid support from various com- 
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munity groups, not only in making the 
original request for the demonstration 
team, but also in continuing the program 
after the team’s departure. 

This was not the case generally in 
the unsuccessful communities where the 
support of community groups had been 
notably lacking. In one unsuccessful 
town, the chairman of a community 
council of social agencies said he could 
not remember a single group that had 
actively supported the establishment of 
a continuing topical fluoride program. 

From these observations, we con- 
cluded that for a program to be suc- 
cessful in a particular community, the 
leaders of that community must see it as 
a way of solving a problem. 

Our second idea was based on the 
psychological principle that the decision 
to initiate an action depends upon the 
action being perceived as a clearly de- 
fined path to the goal. With this prin- 
ciple in mind we made this assumption: 
A community program will not succeed 
unless community leaders and the people 
who administer the program agree on 
the purpose of the program—in this 
case, unless the community leaders see 
this program as leading to improved 
dental health. 

To test this assumption, we asked 
three main questions: Had the com- 
munity leaders agreed with the program 
administrators on the long-range goal 
of the program? Had they agreed on 
the short-range goals? And finally, had 
those leaders with some logical connec- 
tion with the idea behind the program 
actually taken part in planning it? In 
other words, did the program planners 
include doctors, dentists, school officials, 
and others who would seem to have a 
logical interest in a program of this 
kind? 

In the three successful communities, 
most community leaders realized, along 
with the program administrators, that 
the long-range purpose of the demon- 
stration program was to improve the 
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dental health of children. However, in 
the unsuccessful towns, the majority had 
regarded the program as merely a short- 
term experiment to get more data on 
the effectiveness of topical fluoride ap- 
plications. School officials in these towns 
seemed to look on the program as little 
more than a bothersome disruption of 
school routine. 

In the three successful communities, 
most leaders reported that when they 
had been planning to invite the demon- 
stration team into their towns, they had 
also discussed the possibility of continu- 
ing the program as a means of improving 
child dental health. As you can see, they 
had understood the short-range objec- 
tives of the program. As one dental 
society president explained: ‘“That’s 
what it was done for—to demonstrate 
to the public and professional people 
how it would be done, and why it should 
be done.” ; 

In the unsuccessful towns, however, 
most community leaders had not seen 
the demonstration program as leading 
to anything at all. In the words of a 
board of education official: “I didn’t 
think anything of it in that way. I 
thought it would be just this one 
experiment.” 

In the successful communities, the 
preponderance of the program planners 
were dentists and physicians, city offi- 
cials—who would, of course, have the 
final say-so on continuing the program— 
and school officials, whose cooperation 
would be essential to the program’s suc- 
cess. In the unsuccessful towns, there 
had been less participation by these 
three “logical’’ groups, more by civic 
groups, parent-teacher associations, and 
fraternal organizations. 

Idea number three was that in order 
for a community program to be success- 
ful, community leaders must accept the 
methods proposed for achieving its goal. 
This was based on the psychological 
principle that the decision to initiate an 
action depends upon the action being 
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perceived as a desirable way of achiev- 
ing the goal. We suspected that leaders 
who did not like the methods, even 
though they sympathized with the goal, 
would not be inclined to support the 
program. The data confirmed this sus- 
picion. 

In the successful communities, the 
leaders liked the method; in other 
words, they approved of having topical 
fluoride applications performed in the 
schools. One PTA president expressed 
the general feeling this way: “To have 
things like that in the school is wonder- 
ful. That’s where help is needed. The 
people who can’t afford it should be 
given help. Otherwise they aren't get- 
ting a chance. Just having a child’s 
teeth looked over costs five dollars each 
time.” 

The opposite view prevailed in the 
unsuccessful communities. A dental 
society official echoed this attitude when 
he said: “The state program messed up 
our program. We could have done 
sodium fluorides in the clinic. I think 
this was just a political gesture. I don't 
see that the team had any objectives. I 
didn’t see any purpose in it. My ob- 
jective in life is to increase dental health 
and prevent dental caries. I think 
they've jumped the gun.” As far as 
this dentist was concerned, none of the 
methods is acceptable. 

To sum up then, here are the princi- 
ples identified in this study as con- 
tributing to the successful organization 
of community programs: 

First, community leaders must regard 
the program as a means of solving a 
problem. They must feel that it is going 
to help them to accomplish their own 
objectives, that they themselves have 
initiated the program, and that others 
in the community also want such a 
program. 

Second, it is important that com- 
munity leaders and program administra- 
tors agree on the purpose of the program. 
They should be working toward the 
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same ultimate objective, as well as hav- 
ing a common understanding of the im- 
mediate goals of the program. And it 
seems more likely that such agreement 
will develop if those planning the pro- 
gram have a logical connection with its 
long-range or short-range goals. 

And third, community leaders must 
accept the methods proposed for solving 
the problem. Sympathizing with the 
objectives is not enough. 

In this study, we have tried to avoid 
some of the pitfalls I mentioned earlier. 
We tested three principles experimen- 
tally, principles concerned with motiva- 
tion, with why people decided to do 
something or not to do something. We 
tested them on the assumption that 
these principles of individual human be- 
havior could be applied generally to 
community behavior. I believe our data 
supports this assumption. 

However, in all studies it is extremely 
important to weigh the findings care- 
fully before generalizing them to fit 
other situations. In regard to our par- 
ticular study, I would like to point out 
that we conducted it after the decisive 
action had taken place, in other words, 
after the decision had been made on 
whether or not to establish a continuing 
topical fluoride program. Therefore, 
we can only claim to have determined 
some of the conditions that accompanied 
success or failure, and we cannot say 
definitely that these conditions actually 
caused success or failure. 

Many more studies—carefully con- 
trolled studies—must be carried out be- 
fore we can say flatly that we have 
the formula for successful community 
program organization. We still have a 
long way to go in finding out why men 
behav2 as they do and in applying what 
we know about human behavior to the 
actions we take. I doubt that there is 
any place where such knowledge can be 
put to better use than in the field of 
public health. As more studies are car- 
ried out and as the data in this area 
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begin to accumulate, there is no 
doubt that we will be able to plan sound 
community health programs with far 
greater confidence in the outcome than 
we now have. - 
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American Board of Preventive Medicine Examinations 


Ernest L. Stebbins, M.D., secretary- 
treasurer of the American Board of Pre- 
ventive Medicine, Inc., has announced 
that the board will offer examinations 
for certification as specialists in pre- 
ventive medicine and public health on 
April 23, 24 and 25, 1953, at the fol- 
lowing five Schools of Public Health: 
University of California, Berkeley: 
Harvard University, Boston; Johns 
Hopkins University, Baltimore; Uni- 
versity of Minnesota, Minneapolis, 


and Tulane University, New Orleans. 

Dr. Stebbins has announced that the 
examinations will also.be held at the 
time of the Annual Meeting of the 
American Public Health Association, 
New York City on November 7-9, 
1953. 

Physicians interested in taking the 
above examinations should communicate 
with Dr. Stebbins well in advance of the 
indicated dates (615 N. Wolfe St., Bal- 
timore 5, Md.). 
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There are two, and quite dissimilar, object lessons to be derived 


from this reported experience. 


One lies in its story of the way 


several agencies worked together toward a joint administrative 


enterprise. 


The other is the exploration of a relatively new 


area of the public health domain. 


Speech and Hearing in a Public Health 
Program” 


JACK SABLOFF, M.D., ano L. LEROY HORNE 
Director, Maternal and Child Health and Crippled Children’s Services, State Board 
of Health, Dover, Del.; and Director of Audiology and Speech Center, Department 
of Otolaryngology, Delaware Hospital, Wilmington, Del. 


T is the intent of this paper to use the 

speech and hearing program as it has 
been developed in Delaware as the basis 
for a brief discussion of the philosophy 
of its approach and the general structure 
and problems inherent in such a pro- 
gram. No attempt will be made to out- 
line the elements which would comprise 
an ideal, well rounded public health 
program for speech and hearing impair- 
ments. Most areas lack the resources 
to operate a complete program. No 
ideal program has been developed in 
Delaware, but a program is in force 
which is believed to be effectively help- 
ing children with speech and _ hearing 
impairments. 

A brief consideration of the origin 
and growth of this program will help 
to explain its present structure. In 
1946 the Division of Crippled Children’s 
Services of the State Board of Health 
added a speech therapist to its staff to 
provide speech therapy for its cerebral 
palsied children. The speech therapist 
recognized the need of speech therapy 
not only for the cerebral palsied but for 
those children with cleft palates and the 
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multitude of functional speech dis- 
orders. Thus, a speech program was 
initiated. The speech therapist also be- 
lieved that her services would be more 
effective if concentrated in the preschool 
group. She again received support in 
this viewpoint and the general policy of 
stressing services to the preschool group 
was established. Additional speech 
therapists were added to carry out the 
program. In the natural sequence of 
events, speech problems related to hear- 
ing impairments were encountered. The 
speech therapist was sent for a brief 
period of training to better understand 
and handle such problems. She re- 
turned convinced that hearing impair- 
ments required professional personnel 
with a more complete knowledge of 
audiology than the majority of speech 
therapists possess and, backed by the 
advice of such men as Dr. William G. 
Hardy and Dr. Raymond Carhart, she 
recommended that the position of audi- 
ologist Be established. This was done. 
In this manner the program broadened 
still further from a speech to a speech 
and hearing program. Its staff presently 
includes a coordinator of speech and 
hearing, three additional speech thera- 
pists, one audiologist, and an additional 
position of audiologist which has not 
been filled to date. 
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The increased interest in Delaware 
in speech and hearing problems was also 
reflected in the public school program. 
In Delaware we have two fairly distinct 
educational systems—that of the City of 
Wilmington and that for the rest of the 
state. The City of Wilmington school 
system had initiated a speech program 
in 1943 with work in speech correction 
and speech reading. This staff was in- 
creased in 1948 to include two speech 
correctionists and a _ speech reading 
teacher, and then further increased so 
that its present staff consists of four 
speech correctionists, one speech reading 
teacher, and one teacher of the deaf for 
a school population of approximately 
12,000. The Division of Child Guidance 
and Development of the State Depart- 
ment of Public Instruction, which pro- 
vides special services to all schools in 
the state except the parochial schools 
and those of the City of Wilmington, 
recently established a program of speech 
and hearing staffed by a supervisor of 
special education and six speech correc- 
tionists. Because of the close relation- 
ship between speech and hearing therapy 
and the educational program for excep- 
tional children a close liaison between 
the health and education departments 
is essential. Staff members of the 
speech and hearing program of the State 
Board of Health have acted on guiding 
and advisory committees to the Division 
of Child Guidance and Development. 
Concurrently, in 1949, the Delaware 
Hospital in Wilmington became inter- 
ested in establishing a department of 
audiology and speech and developing an 
audiology center. The State Board of 
Health recognizing the advantages such 
a facility would offer to its program pro- 
vided all equipment, while the hospital 
arranged for the construction and sound- 
proofing of the center and agreed to 
support it and the staff. William G. 
Hardy, Ph.D., associate professor of 
otelaryngology, Johns Hopkins Univer- 
sity, who earlier in 1949 had become a 
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consultant to the State Board of 
Health’s speech and hearing program, 
was called upon for advice in the con- 
struction and equipping of this center. 
A director of the center was appointed 
and was made a full member of the 
Department of Otolaryngology at the 
Delaware Hospital. Clinic fees and in- 
patient hospital rates were established 
with the hospital by the State Board of 
Health, and the use of the Delaware 
Hospital Audiology and Speech Center 
for diagnostic and treatment services 
was provided for in the Division of 
Crippled Children’s Hearing Program. 
Hearing services were formally insti- 
tuted in February, 1951, and several 
months later were expanded to include 
all areas of speech deviations. 

I should like to describe briefly the 
Delaware Hospital Audiology and 
Speech Center. It is staffed by two 
professionally well qualified persons, 
trained both in audiology and speech 
pathology. The center is furnished with 
a complete, well constructed soundproof 
room, equipped with a modern speech- 
hearing evaluator. In addition to diag- 
nostic audiometric tests, all types of 
speech-hearing threshold and discrimina- 
tion testing are performed, and complete 
rehabilitation services including speech 
therapy, auditory training, speech read- 
ing, counseling, and mental hygiene are 
also provided. The center has the latest 
electronic equipment including that 
necessary for psychogalvanic skin re- 
sistance testing which enables it to test 
the hearing of very young children. 
Hearing aids are scientifically selected 
and evaluated. Close liaison is main- 
tained between the Audiology Center 
and the Department of Otolaryngology. 
Complete otolaryngological examina- 
tions and treatment and surgical services 
are provided to the State Board of 
Health referrals by a well qualified 
otologist, specifically assigned to the 
Audiology Department by the Depart- 
ment of Otolaryngology. 
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There are, therefore, three major ele- 
ments that comprise the over-all speech 
and hearing services in the State of 
Delaware: 1. the speech and hearing 
program of the State Board of Health, 
2. the speech and hearing programs of 
the Division of Child Guidance and 
Development of both the State Depart- 
ment of Public Instruction and Wil- 
mington Board of Education, and 3. the 
Audiology and Speech Center of the 
Delaware Hospital. The role that each 
of these play will be described. 

In the field of speech deviations, the 
Division of Crippled Children’s Services 
of the State Board of Health provides 
diagnostic services and speech therapy 
to these in the preschool group having 
both functional and organic speech dis- 
orders. The preschool-age limitation is 
not adhered to in the organic group 
which consists chiefly of cerebral palsy 
and cleft palate cases. The school speech 
correctionists generally prefer that the 
State Board of Health's therapists, who 
have more experience with these types of 
cases, carry these children. Therefore, 
almost all of the cerebral palsy cases 
and a large number of the cleft palate 
cases are carried by the State Board of 
Health staff. Therapy is conducted by 
the State Board of Health staff at 
county health unit centers, scattered 
itinerant central locations, and at some 
institutions. The speech therapist plays 
an important role in the State Board of 
Health Cleft Palate Diagnostic Clinic, a 
monthly clinic serving the entire state. 
In this clinic the speech therapist ac- 
tively participates with the plastic sur- 
geon, orthodontist, presthodontist, pedi- 
atrician, medical social worker, and 
public health nurse in ascertaining the 
needs and jointly outlining the course of 
treatment for the cleft palate child. A 
speech therapist attends the monthly 
cerebral palsy clinic which rotates 
through three locations. She coordinates 
her speech therapy for the cerebral 
palsied youngsters with the work of 
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the physical and occupational thera- 
pists. 

With the exception of these organic 
speech cases, speech correctionists in the 
school system assume responsibility for 
the speech problems in the school-age 
group. The speech services of the 
Delaware Hospital Audiology and 
Speech Center are not utilized by either 
the state public school system or the 
State Board of Health, as no need to 
refer exists, but the services are available 
to all children and adults either on a 
clinic or private basis. 

The hearing impairment aspect of the 
program follows a somewhat similar pat- 
tern. In this phase of the program the 
State Board of Health program con- 
siders the preschool-age child with a 
hearing impairment as its primary con- 
sideration in the provision of diagnostic 
and treatment services, but it also pro- 
vides such services to school-age chil- 
dren to the extent its staff and budget 
permit. It refers children to the Dela- 
ware Hospital Audiology and Speech 
Center for otologic and audiologic evalu- 
ation and for treatment recommenda- 
tion, and assists in carrying through 
these treatment recommendations to 
those who require economic assistance. 
The otologic treatment recommendations 
such as tonsillectomy and adenoidec- 
tomy, radium therapy, x-ray therapy. 
etc., are in the main carried out at the 
Delaware Hospital. Audiologic services. 
such as diagnostic hearing evaluation. 
hearing aid selection and evaluation, are 
performed at the Delaware Hospital 
Audiology and Speech Center. If a pro- 
gram of auditory training and language 
and speech habilitation is indicated, the 
State Board of Health program utilizes 
the Delaware Hospital Audiology and 
Speech Center for children in Wilming- 
ton and its surrounding area and uses its 
own staff audiologist to provide such 
training for those children in portions 
of the state removed from the City of 
Wilmington. 
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Collaboration with the school system 
is an important f :tor in providing 
diagnostic and trea! + nt services to the 
school-age group. ..+2 school system 
acts as a case-findin, agency. The 
teacher-nurse relatio:.aip is mainly re- 
lied upon as a case-finding procedure. 
Although routine audiometric testing is 
conducted in some areas, there is a defi- 
nite need for a more extensive and 
definitive type of hearing testing to se- 
cure a more complete case finding in the 
school-age group. However, under the 
present plan any school child who, be- 
cause of speech deviation, inattention, 
history of ear infection, etc., is suspected 
of having impaired hearing can be 
brought through the teacher-nurse rela- 
tionship to the attention of the speech 
correctionist in that school area who 
performs a pure-tone audiometric test. 
If the history or audiometric testing, or 
both, reveal any indication, the chiid is 
referred to the State Board of Health 
program for a complete audiological and 
otological evaluation. In this manner, 
the State Board of Health provides 
aspects of diagnosis and care which we 
feel the educational system could not 
readily or adequately provide, not only 
in the State of Delaware but in most 
areas. The schoo! program plans to add 
to its staff such personnel as are able 
to conduct auditory training and this 
will further meet this service gap in the 
school group. 

The State Board of Health’s policy of 
concentrating on the preschool-age group 
is a good public health approach. Early 
case finding and therapy can prevent 
many cases from progressing, poor habit 
patterns from becoming established, and 
can lead to a more rapid correction in 
many instances, sometimes before school 
age is reached. Also, the State Board 
of Health is covering an age group not 
being reached by the public school 
program. When mention is made that 
the State Board of Health concentrates 
its efforts on the preschool group, some- 
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one invariably asks how the program 
conducts case finding at that level. Our 
program has shown that good public 
education has resulted in more preschool 
referrals than the staff is able to handle 
at this time. At every opportunity, the 
members of the speech and hearing staff 
directly acquaint pediatricians, otolo- 
gists, public health nurses, psychologists, 
parents’ groups, welfare agencies, and 
any personnel connected with rehabilita- 
tive procedures with the need for com- 
plete diagnostic evaluation and re-edu- 
cation procedures by qualified personnel. 
And every effort is made to acquaint 
these people with the program of the 
State Board of Health. 

Mention should be made concerning 
the case load. In both speech and hear- 
ing therapy the case load is greatly in- 
fluenced by the relatively small number 
that each speech therapist or audiologist 
can carry and the availability of quali- 
fied personnel. This is particularly true 
in the hearing program where individuals 
capable of conducting auditory training 
are extremely difficult to find and where 
the individual case load is smaller than 
in speech therapy. Our program is not 
reaching all children with speech and 
hearing impairments at this age level. 
It is hoped that it is reaching those who 
are most in need of these services. Al- 
though a more intensive case-finding 
procedure may be advisable at a future 
date, such a program will not be insti- 
tuted until the proper facilities for cor- 
rection can be made available and when 
qualified personnel, especially in the 
field of audiology, are not in such short 
supply. 

Workable procedures and a clear-cut 
understanding of each agency’s and 
individual’s part in the conduct of the 
over-all program is essential if the pro- 
gram is to operate smoothly. In Dela- 
ware, the State Board of Health acts as 
the hub of the hearing program. Pro- 
cedural material has been mimeographed 
and distributed to those who might in 
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any way be concerned in handling a 
case. Writing up these procedures and 
distributing this material widely has 
definitely paid dividends. However, it 
is difficult to describe these procedures 
in a concise, logical, and readable man- 
ner which is clearly understandable to 
all. It has, therefore, been found neces- 
sary to supplement the use of such 
mimeographed procedural material by 
other methods such as having the staff 
of the State Board of Health and the 
Department of Public Instruction con- 
duct a panel discussion at a meeting of 
all school nurses of the State of Dela- 
ware and using such an opportunity to 
explain the entire program, answer 
questions, and clarify misunderstandings 
regarding procedure. 

In developing procedures the State 
Board of Health believes that it is im- 
portant to keep the family physician 
informed and to operate with his knowl- 
edge. For example, the school nurse, 
when referring a school child for diag- 
nostic or treatment services, is asked to 
clear with the family physician, if one 
exists, so that he may understand and 
approve of what is taking place. Then 
the State Board of Health arranges and 
authorizes the diagnostic appointments 
and treatment services. 

Proper transmittal of information is 
also vital. Further acting as a hub for 
the program, the State Board of Health 
receives pertinent information on re- 
ferred patients from the schools and 
county health units, and from individual 
physicians. In addition to maintaining 
complete records of its own, it transmits 
information on particular cases to all 
personnel and agencies involved, and 
upon completion of diagnostic and treat- 
ment services it transmits information 
back to the appropriate county health 
units, referring schools, to the physi- 
cians, and to all others involved. 

Incidentally, Delaware has no resi- 
dential school for the deaf. Children 
who require residential school placement 


oF Pusiic HEALTH 


Feb., 1953 


are sent to out-of-state schools through 
a complicated procedure which involves 
initiating a petition through the superior 
courts and allocation of money from a 
special governor’s fund. The Division 
of Crippled Children’s Services of the 
State Board of Health, at the governor’s 
request, provides otological and audio- 
logical evaluations on these children, and 
on the basis of these evaluations advises 
on the suitability of the candidate for 
such placement and recommends the 
school which may best fit the child's 
needs. At present there are 18 such 
children. 

Many problems have not as yet been 
solved. There is a need for routine 
pediatric examinations prior to the 
speech, otologic, and audiologic exam- 
inations. Methods must be devised for 
providing allergy work-ups when this 
recommendation is made by the otolo- 
gist or pediatrician. Transportation is 
often a problem. Certainly all public 
health programs are hounded by trans- 
portation problems encountered in send- 
ing children to distant centers, especially 
when repeated trips are necessary for 
treatment or diagnostic study. These 
repeated trips involve time, expense, loss 
of salary on the part of the family, 
fatigue on the part of the child. There- 
fore, it is well, whenever possible, to 
bring the services closer to the patient, 
and every effort is being made to accom- 
plish this in the auditory training aspect 
of the program. However, troublesome 
as this is, Delaware, small in size and 
with a school population of approxi- 
mately 60,000 in a total population of 
approximately 325,000, is certainly for- 
tunate in this respect in comparison to 
some of the larger states. 

From our experience, it is believed 
that a small, well equipped audiology 
center such as has been developed at the 
Delaware Hospital is workable and 
could well be more widely established 
throughout the nation. Diagnostic 
clinics that do not offer re-educative 
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processes, unless closely integrated into 
a program where other agencies furnish 
these re-educational services, will not 
meet the need. On the other hand, the 
type of audiology center outlined by 
Dr. Norton Canfield in Audiology—The 
Science of Hearing is too idealistic for 
most areas—certainly for Delaware—to 
be able to develop. 

In summary, the history, the develop- 
ment, and operation of the Delaware 
public health speech and hearing pro- 
gram has been described. It has been 
reported that a hospital audiology cen- 


SPEECH AND HEARING PROGRAM 


209 


ter of the type that has been established 
at the Delaware Hospital, a general hos- 
pital and not a teaching hospital nor one 
associated with a medical center, is 
workable and can help to make services 
effectively available. It is believed that 
the policy of a State Board of Health 
concentrating its efforts on the preschool 
group is reasonable. Close cooperation 
between and coordination by all partici- 
pating agencies and facilities is neces- 
sary for the successful operation of a 
public health speech and hearing 


For the new year, the president of 
the American Medical Association, Louis 
H. Bauer, M.D., outlined a constructive 
nine-point program for “the preservation 
of our American system of medicine.” 
His nine points directed to the AMA and 
its membership and component societies 
are: 

1. Work with rural communities to establish 
facilities for physicians, so that we shall 
have a better distribution of physicians. 

2. See that good medical care for the in- 
digent is available everywhere. 

3. Extend public health coverage to areas 
lacking it. 

4. Develop plans for the care of the chronic 
invalid. 


AMA's 1953 Objectives Announced 


5. Expand our voluntary insurance program. 
not only to cover more persons, but to cover 
those over age 65, and those suffering from 
illness of long duration. 

6. Clean our own house, by disciplining 
those physicians who are tarnishing the repu- 
tation of the whole profession by their un- 
ethical acts of overcharging, accepting kick- 
backs, and making commercial arrangements 
with pharmacists. 

7. See that the public is protected so that 
they can always obtain the services of physi- 
cians. 

8. Revitalize our county societies and make 
them leaders in their communities in all health 
matters. 

9. Inculeate the newly trained physicians 
in the tradition and ethics of medicine. 
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Most of us are vaguely aware—though we are more com/fort- 


able when 


we can forget—that the health of the American 


Indian is in a deplorable state. Reported here is the beginning 
of a promising venture to help the Indians to do something 
themselves about improving matters. 


Sanitation Problems of the 
American Indians* 


H. NORMAN OLD 


Sanitary Engineer Consultant, Branch of Health, Bureau of Indian Affairs, 
Department of the Interior, Washington, D. C. 


N one of his best and most dramatic 
television addresses in the “Life Is 
Worth Living” series several weeks ago, 
Bishop Fulton J. Sheen referred to the 
deplorable health conditions in some of 
the Asiatic countries. He cited the fact 


that 25 per cent of the children die at 
birth and 40 per cent do not survive 


the first five years. Annual per capita 
income was cited as from $27 to $53." 


GENERAL BACKGROUND 

Let us look at part of our own na- 
tional household in this respect—the 
American Indian, particularly the 
Navajo, referred to * as “the poorest and 
sickest of our people,” with annual in- 
come per family of less than $400. The 
diarrhea and enteritis death rate among 
Navajo children in 1947 is given® as 
105 compared to 5.3 among the general 
population—approximately 20-1, while 
the tuberculosis death ratio among all 
tribes varied with location from 4 to 1 
to as high as from 20 to 1 as contrasted 
to the general population. Among the 
Papagos of the Southwest it is reported * 


* Presented before the Engineering Section of the 
American Public Health Association at the Eightieth 
Annual Meeting in Cleveland, Ohio, October 23, 1952. 


that out of 260 infants born each year 
25 per cent die within 12 months; at the 
age of 6 about 40 per cent will have 
died and at the age of 18 only 125, about 
48 per cent, will survive. The life ex- 
pectancy of a Papago baby is said to be 
17 years compared to about 68 years 
for the total population of the United 
States. 

It is estimated that the pre-Columbian 
Indian population of the territory now 
known as Continental United States was 
approximately 800,000 which had been 
reduced at the beginning of the present 
century to about 240,000. This reduc- 
tion is charged chiefly to epidemic 
diseases imported by the white man— 
such as smallpox, tuberculosis, yellow 
fever, malaria, and cholera—particularly 
between 1750 and 1860. There is 
record ® of a devastating smallpox epi- 
demic originating in an employee on a 
Missouri River steamboat in 1837 which 
reduced the Mandans from 1,600 per- 
sons to 31 and took a total of not less 
than 10,000 lives. A cholera epidemic 
in 1849 is said to have wiped out 2,000 
Cheyennes. From that low point of 
about 240,000 there has been a gradual 
increase within the past 50 years to ap- 
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proximately 400,000 American Indians 
at present. 

In view of this rather paradoxical 
situation, high death rate with popula- 
tion increase, it is logical to ask “How 
has this group been able to refute the 
term ‘Vanishing Americans’ and become 
increasing Americans?” The question is 
readily answered by a glance at the birth 
rate which varies with the tribes, but in 
past years has averaged just about 
double that of the general population of 
the country. So, from the standpoint of 
public health, we derive little encourage- 
ment in the population growth. A high 
percentage of the diseases presently ac- 
counting for the excessive death and 
morbidity rates among American In- 
dians are those either directly or indi- 
rectly associated with the environment— 
such as dysentery, diarrhea and enteritis 
among infants and children, tuberculosis 
and respiratory infections—all preventa- 
ble, or at least controllable. 


CONTRIBUTING FACTORS 
Discussion of sanitation problems 
faced in Indian communities or reserva- 
tion homes must be predicated upon the 
several contributing factors by which 
the Indian population is nearly half a 
century in arrears with respect to the 
application of sanitary science to disease 
prevention. High on such a list is the 
economic situation under which many of 
the tribes exist. Family income at sev- 
eral reservations has been referred to 
previously. The total picture in 1945 
indicated * that when non-Indian farm- 
ers were obtaining a net annual income 
of $2,541, Indian farm families received 
a net income of $501. This is partially 
explained by the type of reservation 
land allotted to the Indian by this “ngost 
prosperous nation in the world.” Of 
the approximately 56 million acres 26 
per cent has annual rainfall of less than 
10 inches, 65 per cent less than 15 inches 
and 80 per cent less than 20 inches.* 
Another factor is the inadequacy of 
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educational facilities. In the case of 
the approximately 65,000 Navajos, for 
instance, it is said* that less than one 
year of school is the average, despite 
the treaty stipulation in 1868 which 
obligated the federal government to 
furnish one house (or room) and one 
teacher for every 30 children of school 
age. While the situation in this re- 
spect shows some recent improvement, 
it is believed that about 18,000 Indian 
children are not attending any type of 
school. Most of these are Navajos. 
Of course, tied in with educational 
deficiencies is the matter of language 
difficulties, particularly in the older age 
groups. Illiteracy with respect to the 
English language is estimated to run 
as high as 80 per cent among some of the 
southwestern tribes. 

Failure on the part of the federal 
government until very recently to pro- 
vide public health services as distin- 
guished from medical or curative meas- 
ures has contributed materially to the 
seriousness of the present situation. 
Some 61 hospitals ranging from a rated 
capacity of from 25 to 350 beds are 
operated by the Bureau of Indian 
Affairs in the United States and Alaska 
but, with the exception of some immun- 
ization procedures and limited field 
nursing services for a few of the tribes, 
no preventive disease measures or pub- 
lic health educational programs reach- 
ing the individual Indian home or com- 
munity have been attempted. Several 
contracts including small federal sub- 
sidies have been entered into with 
over-burdened state or local health 
units for extension of sanitation services 
to the Indian population of the area. 
However, these services certainly do not 
appear to reach the home enviornment. 
This in itself presents a problem not 
encountered in conventional public 
health administration. A population of 
400,000 in one county or even one state 
is readily adaptable to conventional 
procedures. The scattering of this num- 
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ber in groups of from a few hundred 
to 65,000 over some 26 states presents 
an entirely different picture. 

Still another contributing factor is 
the matter of lack of organization among 
the 200 or more tribes with over 90 
different tongues and complexity of 
tribal traditions. It is doubtful that 
this feature can ever be entirely over- 
come, but one cannot help thinking of 
the potential power and influence toward 
group advancement that would reside 
in an organization of 400,000 miners, 
garment, steel or textile workers. 


METHOD OF APPROACH 

In view of the foregoing discussion the 
starting point for environmental im- 
provements seemed a bit obscure. Obvi- 
ously to await material elevation of the 
economic status and educational reforms 
on a large scale would mean years of 
delay. This was one of the problems 
faced in 1948 by Fred T. Foard, M.D., 
when he was assigned by the Public 
Health Service as chief of the Branch 
of Health of the Bureau of Indian 
Affairs. As a result of his negotiations 
with the Service the author in June, 
1950, was assigned as a full-time sani- 
tary engineer consultant for the purpose 
of securing factual information and de- 
veloping a sanitation program. Since 
that time sanitary surveys have been 
made of all the larger reservations and 
many nonreservation installations—some 
45 or 50 locations .n the United States. 
The visual observations have been sup- 
plemented by discussions with agency 
and area (regiona!) staffs, tribal coun- 
cils, and individual Indians as well as 
state and local health officials. 

Without going into too much detail it 
may be of interest to refer briefly to 
some of the findings. The surveys con- 
firmed the belief of the writer that sani- 
tation services among the Indians must 
take into account primarily home and 
community conditions rather than stop 
at bureau installations such as boarding 
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schools, hospitals, and agency head- 
quarters which have been inspected oc- 
casionally by Public Health Service 
regional personnel during the last 24 
years. 

Environmental conditions on the 
reservations are such that it is difficult 
to establish a priority schedule. Ade- 
quacy and safety of the domestic water 
supply, due to the method of hauling 
and storing water, might be given a 
shade of priority consideration over 
excreta disposal. 


WATER SUPPLIES 

In general the water supply sources 
are lakes, surface streams and irrigation 
ditches, unprotected springs, poorly con- 
structed dug wells, and in a few in- 
stances fairly acceptable driven or 
drilled wells. It is unusual to find an 
individual or private supply. Therefore, 
transportation of the water in barrels, 
cans or metal drums, frequently over 
distances of many miles, is necessary. At 
a reservation in South Dakota water 
must be hauled from the agency well to 
8 or 10 day schools between 30 and 145 
miles distant. At a home within a Wis- 
consin reservation where one child had 
died and several others had been hos- 
pitalized due to dysentery, the writer 
noticed a new radio-equipped automobile 
costing nearly $2,000, but no well and 
no privy. When asked why $50 or $75 
was not used for such improvements, the 
mother’s reply was “What for, plenty 
water down creek.” The average Indian 
mother is just as much interested in 
protecting her children as is the white 
mother, but has no conception of the 
relationship between the tragedy of pre- 
ventable disease and creek water or 
other environmental conditions. In this 
instance good water was available at a 
depth of 30 or 40 feet. 

At some reservations in the Southwest 
the development of individual or even 
small community water supplies is eco- 
nomically impracticable due to the 
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necessity of drilling 900 feet or more for 
acceptable water. In these cases water 
from irrigation wells must be transported 
for many miles. Ways and means of 
safe handling and storage must be ini- 
tiated among these Indians and the im- 
portance of such measures impressed 
upon them. 

A recent bit of encouragement is the 
action of the 82nd Congress in appro- 
priating $154,000 for the provision of 
“sanitary water supplies for the Pueblos 
of New Mexico.” Surveys are now in 
progress preliminary to carrying out this 
project. 


EXCRETA DISPOSAL 
Perhaps the less said the better on the 
subject of excreta disposal. With the 
exception of the recent Navajo-Hopi 
colonization project at the Colorado 
River Reservation in Arizona and a de- 
velopment at Needles, Calif., very few 
Indian homes have water supply under 
pressure. Probably 25 per cent have 
some sort of privy structure with mod- 
esty rather than sanitation aforethought, 
while at others the “wide open spaces” 
suffice. The latter system, while not 
“according to Hoyle,” is probably the 
lesser evil since, particularly in the arid 
Southwest, dissipation of the material 
with the aid of sunlight and evaporation 
is safer than its concentration in open 
shallow pits. This is not applicable, 
however, at such a location as the 
Seminole Reservation in Florida where 
hookwerm is the greatest problem. Here 
shoes are seldom seen and excreta dis- 
posal is accomplished in this warm, 
moist climate without the refinement 
suggested by “Mosaic Law.” ® 


FOOD SANITATION 
Very few Indian homes have either 
screening against insects or refrigeration 
facilities. Therefore, the handling and 
storage of foodstuffs present a problem. 
Sterilization of utensils or containers is 
a refinement not to be expected for 
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many years under the present rate of 
progress in public health education 
among these people. Very little fresh 
milk is available to them which, under 
the circumstances, probably helps the 
sanitarian but worries the nutritionist. 

In addition to the home situation is 
the lack of any protection against in- 
fection of foods as handled, stored, and 
displayed at most of the reservation 
trading posts. 


INSECTS AND RODENTS 

With disposal of garbage and refuse 
in the immediate vicinity of many of the 
homes, and with corrals nearby, insect 
control measures are difficult if not im- 
possible. The numerous dogs maintained 
by Indians further complicate the prob- 
lem by digging up garbage at homes 
where burial is attempted. The applica- 
tion of insecticidal sprays as partial con- 
trol is being started at several locations. 

Probably due to lack of sufficient food 
to support them, there appears to be 
very little rodent infestation at reserva- 
tion homes. 


HOUSING 

Indian homes vary in general as to 
structure from the frame one-story resi- 
dence of the northern reservations to the 
bear grass wickiups of the Apaches, and 
adobe houses and hogans of the Papagos 
and Navajos in the Southwest. At 
reservations in Minnesota, Wisconsin, 
Montana, and the Dakotas it is not un- 
usual to find a family of six or eight in 
a 12’ x 12’ or 12’ x 20’ one-room shack. 
With more than 1,000 known tubercu- 
lous Indians in the infectious stages for 
whom there are at present no hospital 
beds the tragedy of such overcrowding 
can be readily understood. 

From the above brief description it is 
evident that the environmental sanita- 
tion picture as it relates to the American 
Indian is not a pretty one. Perhaps it 


might be summarized by the statement 
of one of the reservation medical officers 
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to the effect that, due to conditions in 
the home, an Indian baby taken off 
breast feeding is frequently doomed to 
serious illness or death. 

In this connection it is interesting to 
read’ of the executive policy of the 
United States in regard to tribal Indians 
as expressed by President Washington 
in 1790 to the Six Nations (Iroquois 
Tribes) when he said ““The General Gov- 
ernment will never consent to your being 
defrauded, bt will protect you in all 
your just rights.” In 1930, 140 years 
or about five Indian generations later, 
President Hoover's White House Con- 
ference on Child Health evolved a 
philosophy to the effect that “The right 
to be well born and well nurtured is 
commonly accepted as a part of the 
Child’s Bill of Rights.” It appears that 
until very recently the rights endorsed 
by our first and thirty-first Presidents 
were not given too much attention. 


PRESENT PROGRAM 

Through the persistence of Dr. Foard, 
chief of the Branch of Health, and with 
the cooperation of Commissioner Dillon 
S. Myer of the Bureau of Indian Affairs, 
it is encouraging to report that a start 
has been made in providing sanitation 
services for the Indians. Last January 
12 young Indians from reservations in 
greatest need of such service were se- 
lected, in collaboration with the Tribal 
Councils, for duty as sanitarians among 
their own people. Eight weeks of inten- 
sive orientation in the elements of sani- 
tary science were provided at Phoenix, 
Ariz., by the Training Division of the 
Public Health Service Communicable 
Disease Center under the very capable 
and sympathetic direction of Hugh 
Eagan. Ten of these sanitarians are now 
engaged in “preaching the gospeP’ of 
sanitation and demonstrating practicable 
methods of improving environmental 
conditions at Indian homes and com- 
munities. This is an extension of the 
field work started at the Navajo-Hopi 


Reservation in 1949 when one sanitary 
engineer and two sanitarians were as- 
signed to that area. It is desired at this 
time to pay tribute to the excellent co- 
operation and support given these young 
Indians by state sanitary engineers and 
laboratory staffs in Arizona, New Mex- 
ico, South Dakota, North Dakota, Mon- 
tana, and Minnesota. 

Further evidence that preventive 
medicine among the Indians is now com- 
ing to life is the recent employment by 
the Branch of Education of two public 
health education specialists for duty in 
the Southwest and one to cover the 
Dakotas and Nebraska. These young 
women have accomplished much in a 
relatively short time and are teaming up 
with the reservation public health nurses 
and sanitarians in an effort to impress 
upon the Indian his own responsibility 
for much of his poor health. 

It is the policy of the Indian Service 
to work with the Indian people toward 
the time when they will be able to as- 
sume full control over their own affairs 
and take their proper place along with 
other American citizens. Future public 
health planning must envision that time. 
The 82nd Congress honored Dr. Foard’s 
and Commissioner Myer’s budget re- 
quest by granting a 30 per cent increase 
in health funds for the present fiscal 
year. This will permit the establishment 
of several complete reservation public 
health units, each of which will include 
one sanitary engineer and several sani- 
tarians. It is expected that such units 
will be integrated with the state and 
local public health programs just as soon 
as these authorities feel able to assume 
this responsibility. 

In conclusion, it may be said that a 
long delayed start has been made in 
meeting the sanitation problems of the 
American Indians. However, it is merely 
a start and, in line with the philosophy 
of the famous Baptist clergyman, Rus- 
sell Conwell, founder of Temple Uni- 
versity in Philadelphia, in his famous 
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“Acres of Diamonds” lecture, there are 
acres of diamonds of opportunity for 
pioneer grass-roots sanitation right here 
in our own household. 
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Entering Army Service 


Turner has indicated that General 
George E. Armstrong, Surgeon General 
of the Army, and Col. Tom F. Whayne. 
chief of the Preventive Medicine Divi- 
sion, would appreciate knowing about 
the impending call to active duty of any 
physician who is qualified in public 
health and preventive medicine in order 
that the Army may utilize his services to 
the best advantage of the Service and 
the individual himself. 

It is suggested that persons interested 
communicate with Col. Whayne, chief 
of the Preventive Medicine Division, 
Department of the Army, Washington, 
D.C. 
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ees and Certificates Granted. 


in the United States and Canada, During 
the Academic Year, 1951-1952 


HISTORICAL BACKGROUND 
fee Committee on Professional Edu- 
cation presents its 19th consecutive 
annual report of public health degrees 
and certificates granted, with particular 
reference to graduate degrees. Although 
this is the 19th report of the Committee 
on Professional Education, data on 
graduate public health degrees actually, 
with one or two gaps, go back more than 
30 years. As early as 1918, a Journal 
article on Professional Instruction and 
Public Health in the United States by 
Eugene C. Howe (AJ.P.H. 8, 8:600— 
607 (Aug.), 1918), indicated about 150 
students enrolled in graduate public 
health courses of all kinds. In 1920 an 
Association Committee on Standardiza- 
tion of Public Health Training began 
collection of data on enrolled students 
and degrees offered and granted. These 
data were consecutive through the years 
1930, after 1925 under the sponsorship 
of an Association Committee on Train- 
ing and Personnel. 

In these early years between 9 and 19 
schools reported graduate public health 
training, with enrolled students ranging 
from 177 to 293, and those receiving 
degrees from 68 to 104. The peak of 
enrollment was in 1922 with 293 re- 
ported enrolled, which was nearly 
equaled in 1930 when 286 students were 
reported enrolled. In 1926, 1928, and 
1930 the number receiving degrees was 
reported as slightly more than 100. 

Between 1930 and 1933 no such re- 
ports are found in the Journal. 

In 1932 the Committee on Profes- 
sional Education was established. In 
the following year it undertook the col- 
lection of these data, which have been 
published continuously since that time. 


Since the report for the academic 
year 1935-1936, these annual analyses 
of graduate degrees in public health, 
through the cooperation of the National 
Organization of Public Health Nursing, 
having included figures on graduate de- 
grees or certificates in public health 
nursing. With the consolidation and 
reorganization of the national nursing 
agencies in 1952, the collection of data 
on the various aspects of nursing has 
also had extensive reorganization. For 


the present, therefore, a mutual agree- 
ment has been reached with the National 
League for Nursing to discontinue in- 
cluding nursing data in these analyses, 
without prejudice for the future. Nurse 
students in the schools of public health, 


candidates for the M.P.H. or Dr.P.H. 
degrees, are included in the data. 

Beginning in 1936-1937, data on 
graduate degrees in sanitary or public 
health engineering were first included in 
these annual reports. In the report of 
three years ago (1949-1950), the mul- 
tiplicity of engineering degrees, largely 
differences without distinctions, were re- 
duced to two simple categories, masters’ 
and doctors’ degrees. Beginning with 
the current report, the figures on gradu- 
ate degrees in sanitary engineering have 
been collected and tabulated by the Di- 
vision of Engineering Resources of the 
Public Health Service under the direc- 
tion of Arthur P. Miller. 

Five years ago (1947-1948), figures 
were first published on baccalaureate de- 
grees in sanitary engineering and in sani- 
tation. Beginning with last year’s re- 
port, the figures on sanitary engineering 
were supplied through the courtesy of 
the Public Health Service which had 
been obtaining such data for more than 
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half a century. The 1950-1951 report 
of the Committee on Professional Educa- 
ion summarized briefly the history and 
problems of the project, particularly of 
definition and comparability of data. 
(AJ.P.H. 42, 1:69-73 (Jan.), 1952.) 


CURRENT DATA 
The data inciuded in the current anal- 
ysis in the case of graduate degrees in 
schools of public health and other uni- 
versities offering graduate public health 
degrees are based on questionnaire re- 
ports made by the administrative officers 
of the schools. Information for this 
study has not been obtained on course 
content and course requirements. The 
report includes data from four groups 
of schools—18 giving graduate public 
health degrees of various kinds, includ- 
ing the 11 schools of public health ac- 
credited for the Master of Public Health 
degree by the Association, 59 univer- 
sities or colleges that offered masters’ 
degrees or doctorates to students major- 
ing in sanitary engineering, though in 
many of them there were no majors in 
this subject, 40 engineering schools offer- 
ing undergraduate degrees in sanitary 
engineering, and 12 schools offering 
undergraduate degrees in sanitation. 
Obviously many of the schools are found 
in two or more of the categories. 


ENROLLMENT 

Figures on enrollment have been ob- 
tained for the current year only for the 
schools giving public health degrees, not 
for those giving graduate engineering de- 
grees or for those giving undergraduate 
engineering or sanitation degrees. 

The nearly 1,200 students cnrolled 
represent an increase of 16 per cent 
over the previous year’s figures. How- 
ever, this increase is more apparent 
than real. It is made up in large part 
of the nurses in schools of public health 
who have hitherto been reported in 
nursing figures. The 11 accredited 
schools and departments of public 
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health account for four-fifths of the total 
enrollment. 

Nearly 24 per cent of enrollments 
were of physicians, of whom about 8 per 
cent were hospital administrators in 
hospital administration courses. Hos- 
pital administrators constituted about 
one-sixth of the total enrollment. Physi- 
cians and hospital administrators were 
enrolled only in the 11 accredited 
schools of public health, except for 9 
physicians in one of the Canadian 
schools. Among the accredited schools, 
these two groups were 26 and 20 per 
cent respectively of total enrollments. 
Although the number of hospital ad- 
ministrators has risen for the sixth year 
since 1946-1947 when figures were first 
reported separately, the per cent of the 
total has remained practically stationary 
during the last two years. 

Other professions represented by 100 
enrollees or more are public health 
education, public health laboratory, and 
public health nursing. The last named 
figure has gone up because of the in- 
clusion this year of nurse candidates for 
the M.P.H. degree in schools of public 
health, previously reported in nursing 
figures. 

In an analysis of data on enrollments 
in the accredited schools of public 
health, the accreditation report of 1951- 
1952 indicated that, of 526 candidates 
enrolled for the M.P.H. degree, 41 per 
cent were physicians; slightly over 50 
per cent had had either postgraduate 
academic training or experience or both. 

A further analysis of the 217 medical 
candidates for the M.P.H. degree indi- 
cated that only 15 per cent were new 
recruits for public health service in the 
United “States. Foreign students and 


those with prior public health service » 
constituted 45 and 40 per cent re- 
spectively of these medical M.P.H. can- 
didates. 

Enrollment in graduate public health 
courses for the past five years has been 
as follows: 
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4,882 


744 
915 
1,017 
1,022 
1,184 


Total 5 years 


1947-1948 
1948-1949 
1949-1950 
1950-1951 
1951-1952 


DEGREES GRANTED 


Graduate degrees 

The number of students receiving 
graduate public health degrees increased 
by nearly 8 per cent over the previous 
year. The number receiving the M.P.H. 
degree, which was reported as offered 
only by the accredited schools, increased 
by slightly more than 8 per cent. 

Among the 59 universities and col- 
leges offering graduate degrees in sani- 
tary engineering, 23 offer doctorates and 
58 the master’s degree. However, only 
31 of the schools reported any degrees 
granted. In the 31 schools, 135 students 
were granted degrees, all but 9 receiving 
masiers’ degrees. Three schools granted 
11 degrees; three, 10 degrees; 12 schools 
granted degrees to a single student only. 

The number of students reported re- 
ceiving graduate sanitary engineering 
degrees appears to have decreased by 
about one-third over the previous aca- 
demic year. Table 1 shows the number 
of students receiving graduate public 
health and sanitary engineering degrees 
for the past five years. Public health 
degrees have shown a consistent rise of 
about 10 per cent annually, with the 
smallest rise during the past year. 
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Sanitary engineering degrees, on the 
other hand, have had no consistent 
pattern during the five years. 

In the five year period M.P.H. de- 
grees and Diploma in Public Health 
degrees, the Canadian equivalent, aver- 
aged 52 per cent of the total degrees 
granted, ranging from 49 per cent in 
1949-1950 and 1950-1951 to 61 per 
cent in 1948-1949 (Table 2). During 
the current year, 53 per cent of students 
receiving graduate degrees received these 
degrees. The percentage of Master of 
Hospital Administration degrees has 
been steadily rising, but the number 
does not adequately represent graduate 
degrees in this field, since several of the 
schools with such special courses grant 
a Master of Science degree, without re- 
porting separately those majoring in 
hospital administration. 

Masters’ degrees in sanitary engi- 
neering represented about one-fifth of 
the graduate degrees for the period and 
during each of the years except the cur- 
rent year, when they were only 13 per 
cent. Whether this is simply the result 
of somewhat different reporting, or rep- 
resents a movement out of public health 
into the more exciting fields of atomic 
energy and others, will be evident only 
in the record of future years. 


Undergraduate Degrees 

Of 40 schools that reported offering 
courses leading to baccalaureate de- 
grees in public health engineering, 35 
gave such degrees to a total of 216 stu- 
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Number of Students in Public Health or Public Health Engineering 
Receiving Graduate Degrees, Five Year Summary, 1948-1952 


Students Receiving Degrees 


Academic 
Year 


Total, 5 years 
1947-1948 
1948-1949 
1949-1950 
1950-1951 
1951-195? 


Enginecring 


846 
179 
152 
175 
205 
135 


Publi 
Public Health 
|| Total Health 
tee 4,103 3,257 
707 $28 
727 575 
815 640 
J 934 729 
920 785 


Degree 


Total 
Doctor of Public Health 48 
Doctor of Science 53 
Doctor of Philosophy 1s 


Doctorates (Engineers) 32 
Master of Public Health 1,905 


Master of Science, Public Health 194 
Master of Health Education $2 
Master of Hospital Administration 103 
Master’s Degree (Engineers) 768 
Other Masters’ Degrees 491 


Diploma, Public Health 255 
Certificate, Medical Technology 99 
Licensee Hygiene Si 


Other 


dents, an average of 7 per school. Eight 
schools granted 10 or more degrees, 15 
granted fewer than 5 degrees. The total 
number of degrees granted represents a 
drop of 12 per cent over the number re- 
ported the previous year. During the 
past five years the number of degrees 
granted were 134, 184, 287, 244, and 216 
respectively. 

That this represents an actual trend 
is indicated by the fact that the total 
number of engineering graduates has de- 
creased more than 40 per cent in the 
past three years—from 53,000 in 1950 
to 30,000 in 1952. The quarterly report 
of January 1, 1953, to the President by 
the Director of Defense Mobilization 
projects these figures ahead to 1956. He 
estimates that in 1954 the number of 
graduating engineers will fall below 
20,000 and then rise again to 30,000 in 
1956. Not until that year will require- 
ments be met under the partial mobiliza- 
tion that is expected to continue. The 
mobilization directer’s report says alsu, 
“Supplies of engineers—aeronautical, 
electrical, mechanical, sanitary, as well 
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Number of Graduate Public Health Degrees Granted, 
Five Year Summary, 1947-1952 


1947- 
1948 


Note: For previous reports see Vol. 42, p. 69; Vol. 41, p. 217; Vol. 40, p. 75; Vol. 39, p. 70; Vol. 38, p. 86. 
Vol. 37, p. 67; Vol. 35, p. 1311; Vol. 34, p. 1264; Vol. 33, p. 1430; Vol. 32, p. 1360; Vol. 31, p. 1306; Vol. 30, 
p. 1456; Vol. 29, p. 1338; Vol. 28, p. 863; Vol. 27, p. 1267; Vol. 26, p. 819; Vol. 25, p. 341; Vol. 23, p. 1124 


1948- 
1949 


707 727 
i2 il 5 
6 il 7 19 10 
1 7 6 
5 5 4 
400 330 334 418 425 
i8 14 58 59 45 
10 12 1! 
il 18 22 $l 
140 132 171 196 126 
4! 95 92 113 180 
$i 50 62 40 72 
20 20 21 20 18 
- 20 13 13 5 
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as other types—are far short of require- 
ments.” 

Undergraduate courses in sanitation 
leading to a baccalaureate degree were 
reported by 12 schools, including both 
the Berkeley and Los Angeles divisions 
of the University of California. How- 
ever, New York University, which 
organized its course work in this area 
during the past year, had not yet given 
any degrees. The other 11 schools re- 
ported 113 degrees, practically the same 
as the previous year’s figures for 9 
schools. 


DETAILED DATA AVAILABLE 
Following the practice of recent years, 
summary tables only are included in this 
report. Detailed tabulations are pre- 
pared for the deans of the schools par- 
ticipating in this annual summary. The 


detailed tables are available on request 
from the Association offices. 
Leroy E. Burney, M.D., 
Chairman, 
Committee on 
Professional Education 
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MINDS THAT FIND THEMSELVES 


IFTY years ago Clifford W. Beers was a patient in a Connecticut institution 
for the insane, having been under legal commitment for two years. Forty-five 
years ago he had recovered from his illness, published his great book A Mind That 
Found Itself and founded the Connecticut Society for Mental Hygiene, the precursor 
of the National Committee for Mental Hygiene, now the National Association for 
Mental Health. Almost singlehandedly, the flaming enthusiasm of this mental 
patient launched a world movement for the care, the cure, and the prevention of 
our major cause of disability. 

Mental illness remains the largest single factor in the total burden of illness 
which afflicts the human race from the standpoint of institutional care. There are 
today over 1,521,000 hospital beds in the United States, of which over 655,000 or 
43 per cent are in our mental hospitals. So far as minor forms of disability are 
concerned, we have, of course, no accurate data. Ordinarily illnesses take a toll of 
about one week a year in our industrial population; but impairments of efficiency 
due to emotional maladjustment may well average much more than one-fiftieth of 
the worker’s time. Mental disease is our Number One health problem. 

Nor is the problem a hopelessly insoluble one. Recent studies made by the 
National Association for Mental Health * bring out the following significant points: 
220) 
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1. The major factors in mental disease are not hopeless sequelae of syphilitic disease or of 
senility. Today, less than 3 per cent of the illnesses of mental hospital patients are of 
syphilitic origin; 28 per cent of admissions are persons with mental illnesses of old age, but such 
persons make up only 12 per cent of the institutional census, on account of their high mortality 


rate. 

2. Cases classed as dementia praecox, on the other hand, make up only 21 per cent of 
admissions but 50 per cent of the total census. 

3. Among these dementia praecox cases, the proportion discharged as recovered or improved 
has doubled in the past quarter of a century. Forty per cent of the patients admitted to our 
state institutions are discharged over a five-year period; and nine-tenths of these are discharged 
as recovered or improved. 


Much more needs to be done. The NAMH estimates that we should have 
330,000 more “acceptable” beds in our mental hospitals. These hospitals are, at 
present, overcrowded, understaffed, and underfinanced. 

Nor does institutional care provide any complete solution of the problem. 
The community mental hygiene clinic is an almost equally vital element in the 
picture. Such a clinic serves as the triage station to secure prompt admission 
to mental institutions and as the agent for the follow-up and rehabilitation of 
the patient after discharge. Furthermore, it is our most effective agent in 
dealing with the vast area of emotional maladies which will never reach the 
institutional stage. The psychotic patient at times loses all contact with reality: 
he hears voices and sees visions; he is emotionally blind. The neurotic lives in the 
real world but he sees it in a distorted fashion; his emotional vision is shortsighted 
or astigmatic. The number of these cases is enormous; most of us are neurotic 
in some ways—few of us ideally sane. Yet, while perhaps half of the psychotics are 
potentially curable, all of the neurotics can be guided into a happier and more 
fruitful life. We have only from 500 to 600 full-time clinics. The rest are part- 
time stationary clinics or “station stops” of traveling clinics. Four times 
600 clinics would only begin to approach the minimum need. In view of these 
facts, it is deplorable that we have only some 1,200 community mental hygiene 
clinics in the United States, when we could effectively utilize twice that number. 

The National Association for Mental Health is giving us inspired leadership 
in this field. It should be one of the primary tasks of the health officer to further 
its objectives. He is the one agent in the community who has the mandate for 
planning the community health program, Mental health should be one of the 
major objectives of that program. He should ask himself such questions as the 


following: 


1. How many beds are available for mental diseases in my jurisdiction and what is the 
quality of the service which they render? 

2. What mental hygiene clinics and what child guidance clinics are available and how should 
they be strengthened and increased ? 

3. What psychiatric services are provided by the general hospitals in my community and 
how far are they correlated with mental hygiene clinics and mental hospitals ? 

4. How thoroughly informed are the members of the local medical profession on the 
problems of mental health and the available facilities for meeting them? 

5. How fully is the general public informed as to the importance of the problems of mental 
health and the sound reasons for optimism as to the solution of these problems? 


Only where such questions as these are asked, can the disordered minds of our 
community be helped to find themselves. 


1 National Association for Mental Health (New York, N. Y.). Annual Report for 1952. Also. Facts and Figures 
About Mental Iliness and Other Personality Disturbance. (Apr.), 1952. 
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ENCOURAGING TRENDS IN VECTOR CONTROL 


HE timeliness of the American Public Health Association’s action in establishing 
a Committee on Vector Control in the Engineering Section is emphasized by the 
simultaneous occurrence of a severe outbreak of mosquito-borne encephalitis in 
California. 

The past year was a notable one from the standpoint of vector-borne illness. 
Besides the 727 cases and 49 deaths from encephalitis which occurred in the Central 
Valley of California, the nation experienced its usual toll of Rocky Mountain 
spotted fever, relapsing fever, fly-transmitted enteric infections, gnat-borne con- 
junctivitis. Transmission of malaria occurred again, with infection of Anopheles 
mosquitoes originating from repatriated military personnel. Many localities 
throughout the country suffered from high densities of pest mosquitoes and biting 
flies. In short, the “animal carriers of disease and sources of discomfort to man” 
continue to be challenging problems to health agencies. 

The program of field investigation and mosquito control undertaken during 
the encephalitis outbreak by the California State Department of Public Health, 
with the assistance of the U. S. Public Health Service, deserves recognition because 
of the comprehensiveness of its approach. The area of action was a 465-mile 
north-south stretch in the Central Valley of the state, comprising 20 counties. 
The activities were divided into two broad but distinctive phases—mosquito control 
and epidemiological-epizoologic investigation. In addition, considerable effort was 
made to gather evidence of virus infection in mosquitoes. Over 1,100 pools con- 
taining approximately 44,000 mosquitoes were gathered and are being processed 
at the laboratory for virus recovery. The work was carefully coordinated with and 
conducted through local mosquito abatement districts and health departments where 
such existed, and by direct operation of the state through other local offices in other 
areas. The accomplishments of this emergency program can be credited to the 
integrated efforts of approximately 500 people who worked intensively for a two- 
month period. 

The mosquito control plan, directed principally at the Culex tarsalis, and per- 
taining to over 300 cities and towns in the Central Valley, consisted of three parts: 


1. A barrier band—This was a quarter-mile wide area on the perimeter of each city and 
town where the surfaces of vegetation and certain structures were heavily treated with insecticides. 
This acted as a deterrent to the movement of adult mosquitoes from rural areas into towns. 

2. Space aerosoling—This consisted of regular applications of aerosol sprays in cities and 


towns. 

3. Larviciding and elimination of breeding places—This included area-wide inspection, treat - 
ment, and correction of mosquito sources and appeals for cooperation by individuals and 
householders. 


Formal contracts were negotiated with mosquito abatement districts to supple- 
ment their normal operations. For areas outside these districts, six field zones were 
established. The field zones were staffed by engineering, entomological, and opera- 
tional personnel and were provided with equipment and supplies. Considerable 
assistance in the nature of personnel and funds were furnished by local agencies. 
The primary objective of the epidemiological studies was to secure detailed 
information concerning human and equine cases of encephalitis as early as possible. 
To facilitate this goal, four teams consisting of medical and veterinary personnel 
were stationed at suitable field locations. These teams were responsible for ques- 
tioning members of families and their contacts, studying the circumstances sur- 
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rounding the cases, and collecting human and equine blood samples and post-mortem 
brains for virological study. 

Entomologic service, in addition to supplying technical guidance to control needs, 
performed the collection, identification, and shipment of mosquitoes to the virus 
laboratory. 

From this brief summary it may be seen that a remarkably comprehensive and 
sound approach to this problem was formulated quickly. It was designed to curb the 
outbreak and at the same time study the disease itself. The intricate and baffling 
epidemiology of infectious encephalitis, coupled with its impact on a community, 
make it comparable with its virologic twin—poliomyelitis. We believe that the 
efforts of the health agencies involved in this program were commendable—and 
this study attracts reference to the report of the Committee on Vector Control. 

Following a brief historical background, the main body of the report contains 
current information on the status of vector control in the United States. It 
appraises some of the administrative and legislative trends which are taking place. 
For example, there has been a gradual growth in the number of state health 
agencies which have a responsibility for vector control work. In 1943 slightly 
over half the state health departments had a responsibility for this phase of 
environmental health. By 1950 only five state health departments did not have 
some responsibility for mosquito and other insect control; only four had none for 
rodent control. At the same time, the number of states in which non-health 
agencies were responsible in some degree for vector control activities rose from 
23 in 1943 to 52 in 1950. In the latter year, there were 39 instances in which there 
was split or joint responsibility between the health department and other state 
agencies. This dispersal of responsibility for vector control may bespeak a greater 
breadth of programs and wider interest in the objectives of these programs. On the 
other hand, this fragmentation may indicate the extent to which health agencies 
have failed to demonstrate adequate leadership in this field. Attention to pest- 
mosquito control programs particularly has lagged. 

In the United States, vector control programs, like most other public health 
activities, are conducted principally by state and local governments. For this 
reason legislation is important. 

First, there are regulatory laws and regulations which require individuals, private 
enterprises, and public utilities to carry out measures designed to prevent the 
breeding or harboring of vectors. This approach is useful when the scope of the 
problem is such that remedies are within economic bounds. The ratproofing of 
buildings in urban areas is an example. The licensing of commercial pest-control 
operations is another regulatory measure which is growing in extent, as private 
firms assume a greater responsibility for vector control. 

Second, there is enabling legislation which authorizes the formation of districts 
which are established to utilize public funds for attacking vector control problems 
on a comprehensive, area-wide basis. Only about 14 states have such enabling 
legislation. Some existing legislation places an unrealistic limitation on the geo- 
graphic area over which control-operations may be administered. We must remem- 
ber that mosquitoes—or other vectors—do not recognize political boundary lines. 
There is a need to formulate generally accepted principles which should be 
applicable to most, if not all, vector control problems. These could be applied by 
states and communities in framing enabling legislation. In the western states, 
where millions of acres are under irrigation and more are planned and under develop- 
ment, progress in this direction is sorely needed. 
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In discussing the scope of vector control, the Committee indicates that in 
addition to spraying, “fogging,” poisoning, and similarly specified activities, many 
other environmental sanitation activities are beneficial in vector suppression and 
abatement. This is particularly true of garbage and refuse collection and disposal. 
In a tabulation of reports from 33 states, over 2,200 community projects were 
counted. Seven hundred and thirty-four concerned mosquitoes, 682 flies, 512 
rodents, 199 insects in general, and 141 concerned miscellaneous projects. By 
number, municipal projects comprised 87 per cent of the total. The larger projects 
tended to be county-wide and district-wide, with a few noteworthy exceptions. 
Taking note of the current status, the report concludes: 


Public awareness of the benefits of vector control and nuisance abatement has been greatly 
accelerated by the acclaim given to modern chemicals during recent years. While these technologic 
advancements are of real significance, their use is not without accompanying problems, such as 
resistance to insecticides. Therefore, fundamental reliance must continue to be placed on basic 
methods, including sanitary methods of garbage and refuse disposal, drainage, ratproofing and 
other similar concepts. 


We believe that the efforts of this Committee will serve to focus attention on 
this important field of sanitation with which health authorities should be increas- 
ingly concerned as new problems unfold. 


FOUNDATIONS FOR HEALTH 


HE activities of many congressional investigating committees have been char- 

acterized by heat rather than light. They have contributed little to their 
ostensible object of guiding legislation. They have cost the taxpayer large sums of 
money and have involved the waste of much larger sums on the part of innocent 
investigatees, if one may coin the word. 

The investigating spree, like most things, has had its useful aspects. The Cox 
Select Committee of the House of Representatives To Investigate Foundations and 
Other Comparablé Organizations which Are Exempt from Federal Taxation has 
been one of the t constructive of such groups and the testimony presented at its 
i impressive evidence of the substantial debt we owe to our great 
ations. Dean J. S. Simmons of the Harvard School of Public 
mony before this Committee, pointed out that there are more 
‘eundations which have contributed to progress in medicine and 
public health. He reminded the Committee that “America’s great strength is 
based on just oné thing—the health of her men, women and children. Therefore, 
as we mobilize our national resources to meet the present world crisis, we must do 
everything possible to strengthen our national health program. This is necessary 
in order to safeguard the health of America’s leaders, her workers, and her fighting 
men. We should also assist our allies in the better protection of their health and 
manpower. In fact, such assistance is just as important as sending them armaments 
for the simple reason that disease-ridden nations, like sickly individuals, are unable 
to plan wisely, work effectively, or win wars.” 

Dean Simmons emphasized the great advantages of “risk” capital provided by 
the private foundations which “can be spent for the benefit of the public in many 
ways which are not permissible with public funds. Foundation money can be 
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risked on exploratory activities, either in a basic effort to find the solution to un- 
answered questions, or in the field trial of suggested methods, the usefulness of which 
has not yet been proved. In the field of my primary interest, much foundation 
money has gone into education and into the investigation of basic problems. It 
has been used to train specialists, to search for the causes of disease, to discover 
methods for their prevention, and to find links in the chain of transmission that 
might be easily broken. Foundation money has also gone into the application of 
new knowledge and the use of the available information to secure practical results 
in the most direct and efficient manner possible through the administration of 
public health methods.” 

He stressed particularly—and very justly—the contributions of the Rocke- 
feller Foundation which, with its affiliated organizations, has contributed to the 
cause of human welfare about one billion dollars, largely in the field of public 
health. From the days of the International Health Board, the Rockefeller agencies 
have well and truly laid the foundation of our entire world program of advance 
in the control of the environmental diseases. Of similar significance have been the 
contributions of the Milbank Memorial Fund, the Commonwealth Fund, the W. K. 
Kellogg Foundation, and of late the Grant Foundation, and many other organiza- 
tions in the pioneering efforts which have demonstrated that “Public Health Is 
Purchasable.” 

The foundations, large and small, have pointed the way to the ultimate conquest 
of preventable disease throughout the world. 
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Credit Lines 


The Journal cannot furnish copies of items mentioned in Credit Lines. 


send requests to the addresses given. 


JUVENILE DELINQUENCY—TO WHAT 

The Child, the monthly journal of 
the U. S. Children’s Bureau devoted to 
the whole child, gives over its 1952 year 
end issue to a discussion of juvenile de- 
linquency. This problem, as seen by the 
juvenile court judge, the police, the de- 
tention and training school executives, 
is the background for a discussion of 
community responsibility. The job is 
to help the child who gets in trouble with 
the law “find his way back to normal 
and healthy development” rather than 
to take “the opposite road and end up in 
a career of crime.’ In an editorial, 
Martha M. Eliot, M.D., chief of the 
Bureau reminds the reader that, “more 
than half of our adult criminals were 
She recommends 


juvenile delinquents.” 
further, ‘‘a single public agency in every 
state with clear responsibility for in- 
suring teamwork amongst the various 
services for delinquent children and 
sound relationships between these serv- 
ices and child welfare services for all 


children.” She asks further that every 
reader help, as a minimum by spreading 
the news and getting this issue of The 
Child to the attention of 10 people in 
the community. 

The Child, 17:4 (Dec.), 1952, Supt. 
of Documents, Gov. Ptg. Office, Wash- 
ington 25, D. C., 15¢, annual subscrip- 
tion $1.25. 


REORGANIZED PUBLIC HEALTH NURSING 

Public Health Nursing in the NLN 
explains the activities in behalf of public 
health nursing services that the Depart- 
ment of Public Health Nursing of the 
National League for Nursing is carrying 
on throughout the nation. Under the 
reorganization of the national nursing 
agencies the department is, in effect, the 


Please 


successor to the National Organization 
for Public Health Nursing. NOPHN 
individual and agency members are now 
members of the new department of the 
new agency receiving more services than 
they did before. This little leaflet is a 
help in getting the facts straight about 
NLN and its DPHN. 

Ruth Fisher, R.N., is director of the 
Department of Public Health Nursing, 
2 Park Ave., New York 16. 


THE FIRST FIVE YEARS IN PITTSBURGH 

As if to answer the question, “How 
far along the road are we?”’ the Thirteen 
Citizens’ Committees of Pittsburgh have 
issued a Progress Report of the Reor- 
ganization of the City’s Department of 
Public Health. The Thirteen Citizens’ 
Committees, made up of 300 citizens 
broadly representative of the com- 
munity, were an outgrowth of the 1947 
survey of Pittsburgh’s Health Depart- 
ment. They have served as a nucleus of 
informed public opinion. In the fall of 
1951 these committees took stock of 
their progress in carrying out the recom- 
mendations of the survey. The report 
of this stocktaking follows the various 
chapters of the survey reports. Thus it 
is possible for Pittsburgh citizens gen- 
erally to follow the steps of reorganiza- 
tion already accomplished and those stil! 
to come. 

The committees were set up by the 
Health Division of the Health and Wel- 
fare Federation of Allegheny County, 
Pittsburgh, from whom the progress re- 
port is presumably available. 


HOW IT HAPPENS IN KENTUCKY 
“They're Raisin’ the Roof” is the 
title, with pictures of the December, 
1952, Bulletin of the Kentucky State 


[226] 


i 
anf 
— 


Vol. 43 


Department of Health. Raisin’ the 
roof is what happened when something 
needed tendin’ to and the whole bunch 
got together to do it. Here is what 
happened in Trigg County, in Calloway 
County, in some 40 other of Kentucky’s 
120 counties. A hospital in one county, 
a health center in another, a nutrition 
survey, a fluoridation program, and an 
antirabies campaign are among the many 
activities initiated and engineered by 
citizen action. The whole is written up 
briefly, illustrated with photographs, and 
is well designed to stir other counties to 
organize to meet some of their own 
health needs. 


NEW JERSEY MENTAL HYGIENE FACTS 

The magnitude of the problem of 
20,000 patients in New Jersey state and 
county hospitals is made evident in 
Mental Hygiene Fact Book. Published 
by the Department of Institutions and 
Agencies of the state, the Fact Book 
has a chart and brief text about each of 
13 subheadings. “The figures,” quite 
properly said in a foreword, “make im- 
perative the necessity for the early de- 
tection and treatment of mental ill 
health” . . . and for “developing an over- 
all mental hygiene program.” Sanford 
Bates is Commissioner of the Depart- 
ment; Trenton, N. J. 


SERVICES FOR HANDICAPPED DIRECTORY 

Help for Handicapped Children is the 
title of a 16 page directory compiled by 
the Committee on the Handicapped 
Child of the Washington State Health 
Council. The first conclusion reached by 
this committee was that the services of 
existing agencies were not widely known. 
Hence the directory, which was made 
possible by contributions of six state 
agencies, four voluntary and two official. 
Designed to help parents of handicapped 
children to know where to go for help, 
more than 8,000 copies of the pamphlet 
have been distributed. Washington 
State Health Council, 905 2nd Ave. 
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Bldg., Seattle 4. No information on out- 
of-state distribution. 


CHILD HEALTH IN NEW YORK STATE 

Child Health Is Everybody's Busi- 
ness—-and New York State intends to 
make it so. A booklet just published 
as a joint project by professional, official, 
and citizen health groups of New York, 
proves why child health is everybody's 
business, and what should be done about 
improving it. The facts and figures 
used are from the 1947 American 
Academy of Pediatrics’ Study on Child 
Health Services, and the recommenda- 
tions of the State Citizens Committee 
for Children and Youth. Dressed up 
in color, illustrated by lively pictures 
and striking graphs, the facts are 
thought-provoking. This is one more 
example of valuable activities within 
the states stimulated by the academy's 
survey. The booklet has been given 
broad distribution among both lay and 
professional groups. It may be obtained 
from the New York State Department of 
Health, 39 Columbia Street, Albany. 
N.Y. 


GETTING READY FOR A WORKSHOP 

How discussion leaders were helped to 
get ready for a workshop on nursing 
supervision has been put on paper by the 
Office of Health Education of the Erie 
County (N.Y.) Department of Health 
under the direction of Elmer J. Ander- 
son. 

This short course for discussion 
leaders was given in four consecutive 
weekly sessions of three hours each on 
the theory that the time between classes 
was for new ideas and skills to “sink 
in.” The course operated on the prin- 
ciple that one does not learn from ex- 
perience alone, but learns best when the 
purpose of the experience provided is 
understood. 

The detailed course is available from 
Mr. Anderson, 607 City Hall, Buffalo. 
N. Y. 
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HEALTH SERVICES IN THE STATES 

Part II of the projected four part 
report on Distribution of Health Serv- 
ices in the Structure of State Govern- 
ment is now available. (Part I reviewed 
in AJ.P.H. (Oct.), 1952, p. 1334.) This 
part deals with the General Services and 
Construction of Health Facilities. The 
services included within General Serv- 
ices are Health Education, Public Health 
Nursing, Nutrition Services, Vital Sta- 
tistics, Laboratory Services, and Li- 
censure. The tabulation of activities 
under each of these items and the rele- 
vant discussions are of particular 
interest. Available from Supt. of Docu- 
ments, Washington, D. C.; 35 cents. 


A NEW JOURNAL IN NUTRITION 

Clinical Nutrition, a bimonthly “inter- 
national journal devoted to the practical 
application of the newer knowledge of 
nutrition,” began publication with the 
September-October, 1952, issue. It is 
designed for “original articles on nutri- 
tion which are primarily of clinical in- 
terest, as well as abstracts of current 
literature and book reviews.” Each 
article has a brief summary in French. 

The lead article in Vol. 1, No. 1 is 
“Basic Research and its Application in 
the Field of Clinical Nutrition” by 
Charles Glen King, scientific director of 
the Nutrition Foundation. S. O. Waife, 
M.D., of the Philadelphia General Hos- 
pital, is editor. The editorial office, to 
which manuscripts should be sent, is 133 
S. 36th St., Philadelphia 4. There are 
corresponding editors from England, 
France, the Netherlands, Scotland, and 
South Africa. Advertising and circula- 
tion office, to which subscriptions should 


be sent, is The Nutritional Press, 1631 


Walnut St., Allentown, Pa. Annual 
subscription $6; $6.50 in Canada; $7, 
other foreign. 


_ HEALTH EDUCATORS AT WORK GROWS UP 


Shaping the objectives and the re- 
sponsibilities of the growing profession 
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of health education is one of the chief 
aims of Health Educators At Work, 
1952. Prepared by the Department of 
Public Health Education of the two 
North Carolina Schools—the School of 
Public Health of the university and 
the North Carolina College at Durham, 
it is now in its third volume. The first 
two were published respectively in 1947 
and 1949 as special issues of the High 
School Journal. The present plan is that 
it shall be an annual volume. This 
latest 1952 volume illustrates health 
education around the world, in states, in 
local areas, and at the university. An- 
notator Patterson says of it that he 
“will never again easily assume that 
health education is putting up a poster, 
or getting a story about the department 
in a newspaper, or handing out a book- 
let.” 

The editors are Lucy S. Morgan and 
Eunice N. Tyler, respectively professor 
and associate professor of health educa- 
tion at the University of North Carolina 
School of Public Health. In addition 
to the wealth of illustrative stories, this 
pamphlet of some 100 pages is well 
printed on a good grade of paper and has 
clear-cut photographs. It and the two 
volumes preceding it, as well as the 
volumes to come, should be a must for 
every health educator. Available from 
the Department of Public Health Edu- 
cation, School of Public Health, Chapel 
Hill, North Carolina, 60¢; 50¢ for vol- 
ume 2; 40¢ for volume 1; reductions 
for quantity orders. 


HEALTH EDUCATION BY ALMANAC 

For Better Health in Nebraska, the 
annual almanac of the Nebraska State 
Health Department, is out for 1953. 
Along with something for every day of 
the year—of history, of local tradition, 
of vital statistics, of axiom, of esoteric 
fact—a real picture is given of the 
State Health Department’s activities 
and the need for local health services. 
Charts and photographs are used 
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effectively for illustration. Nina B. 
Lamkin, director of health education, is 
the editor. E. A. Rogers, M.D., director 
of local health services, is acting state 
health officer. Lincoln. 


WHAT TOWNS SPEND FOR PUBLIC HEAI TH 

Following what has come to be an an- 
nual tradition, the November, 1952, 
Bulletin of the Connecticut State De- 
partment of Health summarizes public 
health expenditures from tax funds for 
1951 for each of the state’s 169 towns, 
all but 7 of which have populations 
of less than 50,000. The lowest average 
per capita expenditures were in towns 
with populations of between 5,000 and 
20,000; the highest in the 7 cities of 
50,000 or over. In the 16 towns with 
full-time health officers the average per 
capita was $1.43; in the 153 without it 
was $.90. Ten towns of less than 5,000 
population and one of larger towns spent 
more than $2 per capita. This gives 
point to the suggestion of the writer if 
a town has substantial tax expenditures 
for health protection and is receiving 
only part-time health services in return, 
“Consideration should be given to the 
possibility that for the same amount, or 
a slightly higher per capita cost in some 
instances, it could have full-time health 
services if the town were a participating 
unit in a district department of health.” 
A further warning is that if per capita 
expenditure is extremely low (22 towns 
spent less than 50 cents), “the extent 
of services must be limited to a corres- 
ponding extent.” 


WORTH ACQUIRING 

Sight-Saving Facts is published by the 
National Seciety for the Prevention of 
Blindness as a part of its effort to pro- 
vide facts on how to protect sight. It 
stresses particularly the disproportionate 
amounts spent for preventing blindness 
and the cost of blindness—a half mil- 
lion annually for prevention, $125,000,- 
000 annually for educating and caring 
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for the blind, plus $200,000,000 a year 
for compensation, medical expenses, and 
lost production resulting from blinding 
eye accidents in industry. National 
Society for the Prevention of Blindness, 
1790 Broadway, New York 19. 


Industrial Lighting — “American 
Standard Practice for Industrial Light- 
ing,” Al1l.1-1952, is a recently revised 
report of the American Standards Asso- 
ciation covering recommended practice 
for lighting in the industrial field. The 
report was prepared by a committee 
under the leadership of the Illuminating 
Engineering Society “to help provide a 
safe working environment, to provide 
efficient and comfortable seeing as an 
aid to all types of industrial operation, 
and to aid in the conservation of vision 
and energy” through proper lighting. 
The recommendations directed 
toward the visual tasks peculiar to 
specific industrial operations. Available 
from the ASA, 70 East 45th Street, 
New York 17, or the Illuminating Engi- 
neering Society, 1860 Broadway, New 
York 23; 50¢. 


“How’s Your School Health Pro- 
gram” is the title for a set of guides 
designed to serve as basic criteria for 
measuring effectiveness of the school 
health program. They are published in 
the August number of Ohio's Health, of 
the Ohio State Department of Health, 

olumbus. They have been approved 
jointly by the Department of Health 
and Department of Education. There 
are guides for school health instruction, 
health services, and the environment. A 
very useful bibliography is a part of 
each guide. Another article in the 
journal describes the operation of state 
planning for health education. It is 
clear that Ohio is not complacent about 
its school health services. 


ANNUAL REPORTS 


Life Insurance Medical Research 
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Fund: Seventh Annual Report is a de- 
tailed story of the activities of this fund 
established in 1945 to support medical 
research with the ultimate objective of 
increasing life expectancy. Currently 
the fund’s resources are devoted to the 
support of research broadly bearing on 
diseases of the heart and arteries and 
related fundamental problems. In the 
seven years of the fund’s existence, it 
has made available for research on dis- 
eases of the heart and blood vessels 
nearly $5,000,000, about 88 per cent in 
institutional grants, 12 per cent in indi- 
vidual fellowships. The fund is sup- 
ported by 140 insurance companies 
located in 37 states, the District of Co- 
lumbia, and Canada. Life Insurance 
Medical Research Fund, New York 
Academy of Medicine, 2 E. 103rd St., 
New York. 


1951 Annual Report of the John and 
Mary R. Markle Foundation is devoted 
in large part to a report of its Markle 
Scholar program. The report has a 
good deal to say provocatively about 
selection of scholar candidates, about the 
more than science qualifications needed 
in a scholar, and about medical educa- 
tion. The foundation has been in ex- 
istence for a quarter of a century, during 
which time it has distributed nearly 
$14,000,000 in support of scientific, 
charitable, and philanthropic purposes, 
nearly 60 per cent of the total for med- 
ical education and research. 14 Wall 
St., New York 5. 


We Can't Do It Alone is the title of 
the 1951-1952 annual report of the San 
Diego (Calif.) Departnent of Public 
Health. In small compass it tells a good 
deal about the activities of the depart- 
ment and the “working partnership of 
citizens and department to solve com- 
munity health problems.” It reports on 
the volunteer services given in the mass 


AMERICAN JOURNAL OF PUBLIC HEALTH 


Feb., 1953 


x-ray surveys, preparing health educa- 
tion material for distribution, and in 
staffing well child conferences. A high 
light of the year was the completion of 
the joint arrangement for a city-county 
health department, which had previously 
been recommended by a variety of 
community agencies. J. B. Askew, 
M.D., is director of the San Diego City- 
County with a 1950 population of nearly 
560,000 reportedly now about 700,000. 


Ohio River Valley Water Sanitation 
Commission, 4th Annual Report—1952, 
is an easily read document, effectively 
illustrated, is the story of the machinery 
operating to reduce the pollution of the 
Ohio River. The interrelationship of 
the many participating organizations is 
described and brief mention made of 
the more important accomplishments. 
Copies from the Commission, 414 Wal- 
nut St., Cincinnati 4, Ohio. 


The Fourteenth Annual Report of the 
National Foundation for Infantile 
Paralysis is the “story of polio in 1951.” 
It is told fully, graphically, and inter- 
estingly. In nonemotional terms the 
1951 epidemic is best highlighted by 
the fact that heretofore funds raised by 
chapters have been divided fifty-fifty 
between the local chapter and the na- 
tional office. Because of the heavy 
drain on chapter resources in the 1951 
epidemic, the National Foundation re- 
turned to the chapters nearly half of 
its share of local March of Dimes funds. 
The funds available to the national office 
were, therefore, only 26 per cent of the 
total raised, rather than the usual 50 
per cent. 

As ever, the report is a model of ex- 
cellent production with clear-cut print- 
ing and pictures and simple graphic 
charts that can be understood even by 
the statistical illiterate. 120 Broadway, 
New York 5. 
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BOOKS AND REPORTS 


All reviews are prepared on invitation. Unsolicited reviews cannot be accepted. 


Man and Epidemics—By C.-E. A. 
Winslow. Princeton, N. J.: Princeton 
University Press, 1952. 246 pp. Price, 
$4.00. 

This informative little book should be 
as worth while for the general reader as 
The Conquest of Epidemic Disease has 
been for those with more specialized 
training. 

Today’s citizen enjoys an abundance 
of pure water, milk and food, and free- 
dom from insect- and animal-borne 
diseases without realizing all of the ex- 
haustive research, careful planning, and 
cooperative effort that has made these 
possible. But one who peruses the pages 
of this volume will become acquainted 


with the pioneering work of James 
Simpson, William Budd, John Snow, 
Lemuel Shattuck, Theobald Smith, Wil- 
liam Sedgwick, Walter Reed, Milton 
Rosenau, Hans Zinsser, Karl Meyer, and 


a host of others. Meanwhile, the reader 
will become familiar with the whole 
gamut of infectious and parasitic dis- 
eases. He will learn the details of num- 
erous sanitary practices, including the 
filtration and chlorination of water, the 
proper production and pasteurization of 
milk, the treatment and disposal of 
sewage, the procurement and processing 
of foods, the fundamentals of housing, 
and the suppression of disease-carrying 
vermin. His attention will be directed 
to the activities of many of the official 
and voluntary health agencies at the 
international, national, state, and local 
levels. And best of all, the reader can- 
not help but recognize his own respon- 
sibility in helping to control disease. 

If there was ever a book that should 
be required reading for college students, 


this is it. Because of the eminence of 
the author, the authenticity of his writ- 
ings, and the unusual character of this 
work, Man and Epidemics, promises to 
become a classic of enduring worth. 
W. StILEs 


The Growth and Development of 
the Negro in Dentistry in the United 
States—Edited by Clifton Orrin Dum- 
mett. Charlottesville, Va.: National 
Dental Association, 1952. 124 pp. 
Price, $5.00. 

This interesting volume of 124 pages, 
which has been published by the Na- 
tional Dental Association, represents the 
editing of the work of nine contributors 
on a subject about which little had been 
collected in the past. This report of the 
progress achieved by the Negro in den- 
tal medicine was begun in 1947 when 
the editor was serving as the dean of the 
School of Dentistry of Meharry Medical 
College. 

The preface, prepared by Dr. Joseph 
F. Volker, dean of the School of Den- 
tistry, University of Alabama, points out 
that there is an acute need for increased 
facilities for training Negro dentists and 
for the provision of funds for scholar- 
ships. In addition, opportunities for 
postgraduate and graduate study by 
Negro dentists and facilities for the edu- 
cation of Negro people to the need for 
dental services are other urgent de- 
mands. Dr. Dummett’s book presents 
the background for these current needs 
by tracing Negro dentistry and dental 
hygiene from the records of the earliest 
American civilization through the post- 
emancipation period, the development of 
the National Dental Association, and 
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the present status of dental educational 
opportunity for the Negro. 

An excellent chapter, entitled, “The 
Negro in Dental Education and Speciali- 
zation,” provides objective data On (1) 
his undergraduate dental education, (2) 
his graduate education, teaching, and 
research, (3) his specialization in dental 
practice, (4) his activity in public health 
dentistry, and (5) his development of 
auxiliary dental personnel. 

The public health worker, interested 
in the total problem of dental care, will 
find further data in this book on the 
supply and distribution of Negro dental 
personnel. He also will get a quick, 
illuminating view of interracial profes- 
sional practices and relationships. 
KENNETH A. EASLICK 


Symposium on Radiobiology— 
Edited by James J. Nickson. New York: 
Wiley, 1952. 465 pp. Price, $7.50. 

In June, 1950, a group of the nation’s 
specialists on the biologic effects of 
ionizing radiations met at Oberlin Col- 
lege, Oberlin, Ohio, to discuss the state 
of knowledge of the field at that time. 
The Symposium on Radiobiology is the 
report of the papers and discussions 
presented at that meeting. It consists of 
23 essays covering the several aspects of 
radiobiology. Each essay is written by 
an accepted authority or group of 
authorities. 

Through the eyes of the expert, one 
sees radiation react with, physically en- 
ergize, and chemically change the very 
molecules composing the protoplasm. 
Then, as a consequence of these molecu- 
lar changes, one sees biochemical 
changes produced that make their pres- 
ence known as physiological or even 
anatomical changes in the irradiated 
living tissue. In straightforward lan- 
guage, the cause and effect relationship 
of exposure to ionizing radiation and 
biologic injury are discussed. 

The vocabulary, mode of approach, 
and subject matter covered are of inter- 
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mediate to relatively advanced level. In- 
telligent reading of the book presupposes 
a speaking acquaintanceship with ele- 
mentary atomic physics, radiochemistry, 
genetics, and medical or general physi- 
ology. For the public health worker 
already grounded in the principles of | 
radiological public health, this publica- 
tion is a well worth-while reference and 
study text to provide the medical and 
biological reasons behind the accepted 
radiation health procedures. 
SAMUEL C. INGRAHAM, II 


Health Counseling--By Milton 

Schwebel and Ella Harris, New York: 
Chartwell House, 1951. 226 pp. Price, 
$3.00. 
Health Counseling is a readable text- 
book rather well suited to the needs of 
students in teachers’ colleges and to 
practising teachers. The volume might 
also be read with profit by nurses en- 
gaged in school nursing or in generalized 
public health nursing endeavors. 

The book contains helpful chapters on 
the objectives of health counseling; out- 
lines a philosophy of counseling; postu- 
lates the desirable qualities of the health 
counselor; describes the promotion of 
the dynamic counseling relationship and 
the case work approach. The chapter on 
physical symptoms of such problems as: 
nutritional disturbances, acne, hearing 
and sight defects, etc., with its attendant 
bibliography should be quite helpful to 
the young or apprentice teacher. The 
chapter on emotional symptoms seems 
to be more involved than is warranted 
in such a basic text. The chapters on 
referrals, use of community resources, 
and on the ethics of health counseling 
are well put together. « The final chapter 
on counseling evaluation should be help- 
ful especially to those who pursue their 
student counseling with little outside 
supervision, 

The limits of function of the health 
counselor still remain, for this reviewer. 
somewhat ill-defined. 
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The volume, nonetheless, should 
prove valuable on many education, 
school, and health office bookshelves. 

RutH FARRIsEY 


Rheumatic Fever: A Symposium 
—Edited by Lewis Thomas, Minneapo- 
lis, Minn.: University of Minnesota 
Press, 1952. 349 pp. Price, $10.00. 

This is a highly recommended volume 
for those who want to be up to date on 
developments in this important field. 
The 23 papers included were presented 
at the University of Minnesota late in 
1951 under the sponsorship of the Min- 
nesota Heart Association. 

A distinguished group of students of 
rheumatic fever present the natural his- 
tory of the disease, its epidemiology, the 
pathology and therapy of the disease. 
An outstanding chapter is that by Ram- 
melkamp and associates on the preven- 
tion of rheumatic fever, which includes 
an extensive controlled investigation 
through the use of early antibiotic treat- 
ment of the preceding streptococcal 
infection. 

Although this volume does not repre- 
sent a thoroughly systematic treatment 
of the disease, it does represent a con- 
densation to convenient scope of the 
very important studies of the last decade 
and more and it provides an excellent 
source of orientation for public health 
workers. REGINALD M. ATWATER 


Human Factors in Management— 
Edited by Schuyler Dean Hoslett (rev. 
ed.). New York: Harper, 1951. 327 
pp. Price, $4.00. 

Those in the public health professions 
who are concerned with the “human 
problems of organization” will find this 
to be a stimulating publication. Hoslett 
has drawn together some of the more 
representative and authoritative discus- 
sions from the increasing body of in- 
formation on human relations. 

The common motif is that of the 
newer approach to human relations— 
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the attempt “to understand why people 
in organized work groups act the way 
they do under stated conditions, and to 
use this understanding securing 
better collaboration throughout the or- 


ganization.” 


The edition is organized in seven 
major areas, each with an introductory 
statement. These encompass concepts 
of leadership, supervision, training of 
leaders, personality adjustment, coopera- 
tion, productivity, morale. They include 
the findings and reflections of outstand- 
ing research persons and practitioners in 
personnel management, public adminis- 


tration. . . . Roethlisberger, McGregor, 
Bradford, Marrow . . . to name only a 
few. 


The papers serve to whet the appetite 
for further reading. A short list of ex- 
ceedingly well selected references will 
aid in satisfying this desire. By all 
means this book belongs in the profes- 
sional library. 

Louisa Eskripce Haas 


Antibiotics: A Survey of Their 
Properties and Uses—By S. J. Ed- 
wards, et al. London: Pharmaceutical 
Press, 1952. 269 pp. Price, 25s. 

This book was published at the direc- 
tion of the Council of the Pharmaceuti- 
cal Society of Great Britain. It is the 
second edition of a previous work pub- 
lished in 1946 and entitled Penicillin: 
Its Properties, Uses and Preparations. 
In the present work (290 pages) the 
principal antibiotics discussed are peni- 
cillin, streptomycin, aureomycin, and 
chloramphenicol. Terramycin, bacitra- 
cin, polymyxin (aerosporin), neomycin, 
and tyrothricin are briefly mentioned. 
There are chapters on history, commer- 
cial production, chemistry, stability, 
standards, and assay. Also, the clinical 
use of antibiotics in both human and 
veterinary medicine is included. The 
concluding chapters deal with the phar- 
macal and legal aspects and finally com- 
mercial preparations. 


Vol. 43 
| 


234 AMERICAN JOURNAL 


It is obvious that this book was 
written primarily for the English pharm- 
acist in order to provide a broad back- 
ground for an understanding of the 
antibiotics currently used in Great 
Britain. To a lesser extent it may have 
a certain value to the British practicing 
physician largely because of the chapter 
on clinical use. 

It would seem to have little value for 
the American pharmacist or physician, 
since our preparations and regulations 
are different and since the clinical use 
of antibiotics has been so thoroughly 
covered by textbooks, reviews, and by 
manufacturers’ literature. Further, in 
the United States, terramycin, bacitra- 
cin, polymyxin, and neomycin are widely 
used and available, while this apparently 
is not the case in Great Britain. 

Henry WELCH 


Handbook on V.D.—-By Carroll T. 
Bowen. Coral Gables, Fla.: University 
of Miami Press, 1952. 66 pp. Price, 
$1.25. 

A formal handbook on VD may well 
have a place in health education litera- 
ture; the spate of leaflet and pamphlet 
material on this subject issued in the 
past 15 years by official health agencies 
may indeed have wearied the public to 
the extent that the same information, in 
book form, might be welcome. The 
Handbook on V.D. is an attractive, 
hard-covered volume of 66 pages, with a 
lengthy foreword by Philip Wylie, the 
novelist and short story writer, and is 
written in clear, forthright language. It 
is specifically directed to parents who 
wish to teach their children, to high 
school and college students, and to mem- 
bers of the Armed Forces. 

Whenever in the text a technical ex- 
pression is used, a footnote on the same 
page makes the necessary explanation; 
in the opinion of the reviewer, this de- 
vice is superior to the usual glossary at 
the end of the book. 

In the chapter “Other Venereal Dis- 
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eases,” are included herpes progenitalis 
and venereal warts. To the medical 
reader this is most unwise for obvious 
reasons, besides being incorrect and mis- 
leading for the layman. In dealing with 
these subjects the author has a tendency 
to recommend specific treatment for 
these conditions, presumably to be ap- 
plied by the reader. For example, in 
the section on pediculosis pubis (also 
included as a venereal disease) the 
reader is advised to use the common 
household DDT pressure bomb by 
spraying on the affected areas! This 
practice is certainly to be condemned 
as dangerous and incorrect self-treat- 
ment. Since the introduction of DDT 
in medicine, at least two superior, non- 
irritating, one-shot, antiparasitic oint- 
ments have been developed and placed 
in common use. 

Apart from these minor errors, this 
book can be heartily recommended as 
alternate, or supplemental reading for 
those desiring a simple and nontechnical 
discussion on venereal diseases of a de- 
gree beyond the usual health department 
leaflet. THEODORE ROSENTHAL 


Lead in Modern Industry—New 
York: Lead Industries Association, 
1952. 230 pp. Price, $1.50. 

“In peace and war, lead has been and 
will continue to be one of mankind’s 
most useful metals. Despite its an- 
tiquity, we have only begun to learn 
what lead can do for us in modern liv- 
ing.” The purpose of the volume is to 
present in one place technical and gen- 
eral data regarding this highly useful 
element. 

In addition to the general informative 
value of the book, public health people 
will be particularly interested in the 
chapter on “Lead in Modern Plumbing” 
and the short discussion of “The Safe 
Handling of Lead and Its Products.” 
Other chapters consider the technical use 
of lead in such operations as radiation 
protection, in chemical construction, and 
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in bearing metals, Special compounds, 
such as white lead, tetraethyl lead, and 
other industrial lead compounds are 
given separate coverage. 

This is not a book to be classed with 
the essential “core” of a public health 
library. Rather, it is one of those vol- 
umes of considerable value for general 
background information and collateral 
interest. Quite obviously, in the public 
health team the value of the volume 
would be recognized principally by the 
industrial hygiene engineer or physician. 

Francis B. ELDER 


The White Plague—By Rene and 
Jean Dubos. Boston, Mass.: Little, 
Brown, 1952. 269 pp. Price, $4.00. 

On taking up a book of which Rene 
Dubos is co-author one might expect to 
encounter technical terms, chemical 
formulae, and reference to laboratory 
experiments. Not so! This book is 
written for popular consumption and will 
be enjcyed by all who have a sociological 
interest in tuberculosis, past, present or 
future. 

The book is divided into four parts: 
1. The White Plague in the Nineteenth 
Century; 2. The Causes of Tuberculo- 
sis; 3. Cure and Prevention of Tuber- 
culosis; 4. Tuberculosis and Society. 

Much of the first two parts consists of 
extremely interesting biographical notes 
on famous tuberculosis patients and on 
prominent pioneers in the advancement 
of knowledge regarding the cause of the 
disease. Those were the days when an 
early diagnosis could not be made and 
when, because of ignorance, fantastic 
and sometimes harmful “remedies” were 
used. 

The last section is particularly stimu- 
lating in that it brings out the relation 
of the industrial civilization to tubercu- 
losis and the social reforms that have 
come gradually since industrialization 
has entered the picture. 

The authors suspect that knowledge 
of the factors that prevent silent infec- 
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tion from manifesting itself in the form 
of overt disease, plus a better and more 
healthful life for mankind may prove to 
be the final steps in the conquest of 
tuberculosis. Joun H. Korns 


The Wonderful Story of How You 
Were Born—By Sidonie M. Gruen- 
berg. Garden City, N. Y.: Hanover 
House, 1952. 39 pp. Price, $2.00. 

Sidonie Gruenberg, formerly director 
of the Child Study Association of Amer- 
ica—an experienced, respected worker 
with parents—has written an important 
book for children. The volume has 
many great virtues. It is an accurate 
story, simply told. Wisely it sets human 
birth in the broader picture of all animal 
and plant reproduction, and in the total 
setting of human development. Reas- 
suring to parents and interesting to 
children, the author weaves into her 
story the fact that she is ten times a 
grandmother. The book has a skillful, 
ingenious threefold organization. The 
inside of the cover jacket (usually waste 
white space) is a brief, sound pamphlet 
for parents; the first half of the book is 
to be read to children under six and 
covers their typical questions; the 
second half sensitively discusses the 
father’s role in reproduction and makes 
the whole book one older children will 
read for themselves. A book for parents, 
for young children, for older children is 
an achievement! Only the illustrations 
leave something to be desired. These 
seem static, pastel, and decorative, but 
with insufficient action and detail. This 
book will last a family through all the 
years of childhood. All of us can con- 
fidently urge parents to buy it—to get 
the threefold good it offers. 

James L. Hymes, Jr. 


Medical Inspection of School Chil- 
dren—By E. H. Wilkins. Baltimore, 
Md.: Williams and Wilkins, 1952. 218 
pp. Price, $4.00. 

Dr. Wilkins, at one time director of 
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School Hygiene in New Zealand, died in 
1946, leaving the uncompleted manu- 
script of this book. His colleagues in 
the School Health Service Group of the 
Society of Medical Officers of Health 
made themselves responsible for the 
completion of the work. 

Dr. Wilkins’s concept of school med- 
ical inspection is “a periodical health 
audit of the whole child,” including the 
child himself, his environment, and his 
response to that environment. This book, 
therefore, despite the possibly mislead- 
ing title, deals with the widest implica- 
tions of the subject. Intended primarily 
for local medical officers engaged in 
schoolwork in England, it emphasizes 
the many common and bothersome prob- 
lems of school children and avoids sub- 
jects which are essentially the province 
of the specialist. As a result, the balance 
of the contents seems unusual. Posture, 


legs, feet and gait are given 3 chapters 
and 41 pages, whereas sociological back- 
ground is given 14 pages and the cardio- 


vascular system 4 pages. 

The most recent reference cited is 
dated 1945, and many of the sources 
listed are in the 1930’s. Because of this, 
and the additional problem of the dif- 
ferences in the scope and administration 
of school and child health services in 
Great Britain and North America, the 
usefulness of this book to school health 
physicians in America appears some- 
what limited. However, some of the 
material could be read with profit by 
every practitioner who works with chil- 
dren. Downs 


Vitamins—A Digest of Current 
Knowledge—By Leslie J. Harris. Lon- 
don: J. and A. Churchill, 1951. 244 pp. 
Price, $3.75. 

This little book presents in brief, 
almost outline form, a summary of “all 
the more important known facts and 
conclusions about the vitamins.” The 
author, who is director of the Dunn Nu- 
tritional Laboratory at Cambridge and 
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an experienced worker in the vitamin 
field, had in mind “the needs of univer- 
sity science students in the earlier stages 
of their career, and . . . others who may 
wish to learn about current knowledge 
and views.” Using only a few well 
chosen words, and with the assistance 
of many very helpful illustrations, 
formulae, and tables, the author has suc- 
ceeded very well in his undertaking. 
The book should prove a most useful aid 
to the many who have need for a con- 
densed and up-to-date summary of our 
knowledge of the vitamins. 

Two additional features of the book 
deserve comment. The author has 
utilized an historical approach to his 
subject matter which does much to en- 
hance the interest of his concise text. 
After each chapter, and in footnotes to 
important statements, he lists carefully 
chosen references to the literature. 

A. Hucues Bryan 


Use of Health Resources by Rural 
People in Two Western New York 
Counties, 1950—-By Donald G. Hay 
and Olaf F. Larson. Ithaca, N. Y.: New 
York State College of Agriculture at 
Cornell University, Department of Rural 
Sociology. Mimeograph Bulletin No. 31, 
June, 1952. 38 pp. 

“This is a report of a study in two 
western New York counties to ascertain 


“the use which rural people are making 


of existing health care resources, includ- 
ing physicians, dentists, other health 
care personnel, hospitals, school health 
services, and public health services.” 

It is a factual presentation of one 
aspect of a much larger project. Sep- 
arate reports of various portions of the 
study have been published, and it is 
hoped that a consolidated report of the 
entire project may be forthcoming in 
the near future. 

This mimeograph bulletin is short and 
readable, and provides a_wealth of in- 
formation. If one wishes to ignore the 
statistical material almost completely, 
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there are sections on “Sources of In- 
formation on Health Practices’ and 
“Opinions on Medical and Health Care 
Services” which are well worth reading 
for the insight and the stimulation they 
contain. 

Sociological studies such as this should 
become well known to those interested in 
the improvement of public and private 
health practices. Their value is not 
limited to rural areas. 

W. C. Sprine, Jr. 


American Health Directory—By 
Henry Hatton. Washington, D. C.: 
Public Affairs Press, 1952. 96 pp. Price, 
$2.50. 

This Directory, which contains more 
than 1,000 entries, seeks to give the 
names and addresses of agencies in the 
health field running all the way from 
alcoholism and allergies through vital 
statistics and vitamins. Agencies are 
classified by their interest rather than 
alphabetically so that an agency such as 
the APHA appears not only under pub- 
lic health but under headings represent- 
ing each of the 13 Sections. The listing 
of foundations with a concern in public 
health includes 21 names, a total which 
cannot be regarded as inclusive in this 
field. 

There are some conspicuous omissions 
as, for example, the National Tubercu- 
losis Association under tuberculosis, The 
absence of an index and of a table of 
contents reduces the usefulness of the 
volume. Subsequent editions would do 
well to carry these with an explanatory 
preface and to develop a scheme for 
bringing names snd addresses more 
nearly up to date. 

REGINALD M. ATWATER 


The San Francisco Labor Council 
Survey. Labor Plans for Health. A 
Study of Health and Welfare Plans 
under Collective Bargaining Among 
Unions Affiliated with the San Fran- 
cisco Labor Council—By E. Richard 


Books AND REPORTS 


237 


Weinerman. San Francisco, Calif.: San 
Francisco Labor Council, June, 1952. 45 


The recent growth of health benefits 
under collective bargaining is phenom- 
enal. Both the present and potential 
impact on medical care in the United 
States is significant. Annual employer 
contributions to pension and health and 
welfare funds increased from two hun- 
dred million dollars in 1941 to three 
billion in 1951. About 1.25 billion of 
the latter cover all types of health and 
welfare plans, of which about half are 
specifically employers’ contributions for 
hospital and medical benefit plans. It 
is estimated that in 1952 seven million 
union members have hospital coverage, 
while six and a half million have some 
form of medical care coverage. 

Weinerman’s study places a cross 
section of this development under a 
microscope to determine the quality of 
medical care being delivered. About 
half of the 187,000 American Federation 
of Labor Union members in the San 
Francisco Labor Council are covered by 
negotiated plans as of March 1, 1952, 
together with 60,000 family dependents. 
Some 71 local unions were involved in 
64 joint agreements administered from 
45 separate offices and covered under 24 
insurance carriers and health service 
agencies. Weinerman’s study of these 
plans should be placed in the hands of 
every labor union in the country, as well 
as those who are interested in medical 
care administration. The basic conclu- 
sion of the survey is that the essential 
requirements for adequate health service 
have been lacking and can best be 
achieved through the organization of 
medical group practice in modern health 
centers under administrative conditions 
which provide for the representation of 
union members and contributing em- 
ployers. 

The conclusion is based on evidence 
that there was diversion of funds into 
nonessential channels; wasteful expendi- 
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tures; excessive claims; excessive ad- 
ministrative expense, and excessive 
premium costs and experience rating 
which might be avoided through pooled 
operation. The over-all conclusion is 
that 50 per cent of each premium dollar 
was diverted into channels other than 
actual “health value” for members. 
Weinerman concludes his study with 
excellently thought out proposals as to 
how medical fringe benefit plans should 
be organized for San Francisco in a 
pattern that should have wide applica- 
tion to other industrial centers of the 
country to provide comprehensive med- 
ical services, including preventive. 
Joun B. Grant 


Education for All American Youth 
—A Further Look. Educational Poli- 
cies Commission of the National Educa- 
tion Association of the United States 
and the American Association of School 
Administrators, Washington, D. C., 
1952. 402 pp. Price, $2.00. 

In 1944 the first Educational Policies 
Commission sounded a warning to save 
the American system. Their general 
principles, comments, and emphasis 
upon planning to educate all American 
youth has no doubt had a profound 
effect in helping us to move closer to 
the goal of providing opportunities in 
high school for all American youth who 
attend our secondary schools, regardless 
of the great range of abilities and inborn 
potentialities. 

The new commission carries over only 
two members, including James B. 
Conant as the new chairman. It includes 
President Eisenhower. It assumes re- 
sponsibility for the same general prin- 
ciples and the detailed accounts of “how 
approved principles can be carried out in 
practice.” It is particularly significant 
that the new commission adopts and ap- 
proves so much of the old report with its 
stimulating “possible solutions” for 
“Farmville” and “American City.” 

Three chapters are new. This up-to- 
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date viewpoint indicates that the foun- 
dations are now established for extend- 
ing education to meet the needs of all 
young Americans. “The school today is 
roughly at the midpoint of its full de- 
velopment.” 

If we, who have responsibilities as 
members of the medical and public 
health professions, are to do our part in 
the development of health education and 
health services in our high schools, it be- 
hooves us to know what has been going 
on in secondary schools in recent years. 
Health education and services have a 
real place in the curriculum, but the 
development of sound health concepts. 
understandings, and policies can only 
come from the teamwork of both the 
educational and health professions. This 
type of teamwork is demonstrated in the 
excellence of some of the ideas for im- 
proving the scope and quality of health 
programs, and yet, in other parts of the 
report, we found ideas which will require 
considerably more exchange between 
these two great professions in order to 
carry out our objectives. 

Haroip H. MitcHer 


Man Against Cancer—By Dr. /. 
Berenblum. Baltimore, Md.: Johns 
Hopkins Press, 1952. 182 pp. Price. 
$3.00. 

A singularly comprehensive survey of 
owr present knowledge of the disease and 
of man’s age-old fight against it pro- 
vides a background: for a very under- 
standable discussion of some of the 
many phases of the present program of 
cancer research. 

The book presents a balanced glimpse 
of the entire picture which should fas- 
cinate the casual reader and stimulate 
the student to further study. More 
scientific in its approach than the usual 
popular publication, its occasional use 
of technical language is amply relieved 
by a glossary of terms. 

The material is well organized and 
well indexed, so the book should serve 
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adequately as a classroom text or a 
reference work for the health educator. 

While pointing out that more is al- 
ready known about cancer than about 
any other disease of comparable com- 
plexity, the author promises to inspire 
his reader with a glimpse of the “ro- 
mance of science” by an account of some 
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of “the intricate and ingenious devices 
that the scientist uses” in his attack on 
“the enormous task that still lies ahead.”’ 
In this he succeeds admirably, as well 
as in his attempt “to steer a middle 
course between undue optimism and ex- 
cessive pessimism.” This is a good 
book. J. Louts Nerr 
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Prostems or Consciousness. Transactions 
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SociaL AND PsyCHOLOGICAL Factors AFFECTING 
Fertmity. Vol. 3. P. K. Whelpton and 
Clyde V. Kiser, editors. New York: Milbank 
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A SELECTED PUBLIC HEALTH BIBLIOGRAPHY 
WITH ANNOTATIONS 


RAYMOND S. PattTerson, Pu.D. 


Domestic Bliss Department—At a 
record high is the present ratio of women 
who have managed to snare a husband— 
at one time or another—to the never- 
married “females.’’ Despite the greater 
and reasonable concern over divorce, the 
demise of the husband is a more fre- 
quent cause of broken homes (and this 
despite our vaunted successes in life con- 
servation). 

Anon. Women In and Out of Marriage. 
Statist. Bull. Metrop. Life Insur. Co. 33, 10:1 
(Oct.), 1952. 

Required Reading—An entire issue 
of the Adult Education Association’s ad- 
venturous new mouthpiece is given over 
to the improvement of large meetings—- 
which surely need improving, especially 
annual meetings. Some parts are written 
by widely known meeting conductors, 


but most of the issue is a committee pro- 
duction. 


Anon. Hear Ye! Hear Ye! Adult Leader- 


ship 1, 7:2 (Dec.), 1952. 


Psychologic Double Talk—-Please 
read this, not only because it exposes 
the psychologic fads and fancies that are 
plaguing current programs of infant and 
child care, but also because it may help 
to alert you to the possibility that similar 
overenthusiasms may have crept into 
your own particular area of public 
health practice. Reading this paper 
really should be supplemented by hunt- 
ing out the tenth item below—by Sewell. 
One quote I cannot resist: “The more 
permissive the preaching, the more 
authoritarian the teaching.” 


Brucu, H. Psychiatric Aspects of Changes 
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in Infant and Child Care. Pediatrics 10, 5:575 
(Nov.), 1952. 


It’s About Eyes and Ears—Speech 
and hearing defects are too common 
among school children to be remedied by 
hit-or-miss methods. Told here is what 
one state health department is doing to 
put together an effective, coordinated 
remedial plan. 


Foote, R. M. Public Health Aspects of a 
Speech and Hearing Program. J.A.M.A. 150, 
14:1390 (Dec. 6), 1952. 


It Can Happen Here—It was the 
cook. She was employed at a childrens’ 
day camp. She was found to be a car- 
rier of S. typhi. Thanks to a prompt 
and vigorous epidemiologic alert and 
take-over, only 40 cases of typhoid re- 
sulted, and thanks to prompt antibiotic 
treatment there were no deaths. 


Fuerst, H. T. Typhoid Fever Outbreak at a 
Day Camp. New York City Quart. Bull. 20, 
3:36 (Fall), 1952. 


Delay Means Missed Opportunity 
—FPatient education is the most influ- 
encial area of health education, and the 
patient’s education should begin before 
he becomes one. This the Cleveland 
Health Museum aims to do—and does 
do for 60,000 prospective patients each 
year. 


Greuarp, B. The Cleveland Health Mu- 
seum’s Progress Toward Health Education. 
J.AM.A. 150, 16:1594 (Dec. 20), 1952. 


When Public Health Was Young 
—Just for good clean fun send for— 
and read and reread—-these reminis- 
censes of the good old days. They will 
not be spoiled by a single quote here, 
though there are a score and more of 
wonderfully quotable passages in the 
speech. 

Hackett, L. W. Public Health Remi- 


niscences. Pub. Health News (New Jersey) 
33, 12:331. (Reprinted from California’s 


Health 10:9-12 (July 31), 1952.) 
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Toward Six Objectives—-A com- 
plete community dental program for 
children in an isolated town (without 
resident dentists) begins to pay off in 
the third year of a 10-year project. As 
there is no communal water supply, its 
fluoridation is impossible. 

Jorpan, W. A. The Askov Dental Demon- 


stration. J. Am. Dent. A. 45, 4:430 (Oct.), 
1952. 


What They Want to Know—In 
all the realm of health, what is it that 
really interests the high school age 
youngster? It would seem that dis- 
covering these interests may be an im- 
portant factor in health education. This 
paper asserts that interests may be 
measured accurately and then proceeds 
to list separately those of boys and girls 
at the several age levels. 


Lantacne, J. E. Health Interests of 10,000 
Secondary School Students. Research Quart. 
23, 3:330 (Oct.), 1952. 


In a Disturbed World—aAre social 
sciences really sciences? And if so, 
what have they to offer to medicine in 
matters of public health? On the other 
hand what is medicine’s obligation to 
sociology, anthropology, social psychol- 
ogy, et al., in a sick society? A winter 
of profitable reading is outlined in the 
135 recent references. 


Leavett, H. R. Contributions of the Social 
Sciences to the Solution of Health Problems. 
New England J. Med. 247, 23:885 (Dec. 4), 
1952. 


Innocent Extra Helpings—-There 
is a principle here for all of us who have 
enlisted in the public health campaign 
against obesity. It is this: the gour- 
mand and pathologic eater are psychi- 
atric rather than hygienic problems, and 
for them our present-day mass educa- 
tional program only adds depression to 
compulsion. However, health educa- 
tion can help the “normal” eater—the 
one who gains just a little each year. 
Now, you read the rest for yourself. 
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Pottack, H. Why Be Fat? Am. J. Nursing 
52, 12:1469 (Dec.), 1952. 


Psychoanalysts Notwithstanding 
~—Such practices as breast or bottle feed- 
ing, gradual or quick weaning, demand 
or clock feeding, early or delayed bowel 
training were found to have almost no 
measurable relationship to later per- 
sonality adjustments—in a nicely bal- 
anced group of observed children. 


Sewer, W. H. Infant Training and the 
Personality of the Child, Am. J. Sociology 
$8, 2:150 (Sept.), 1952. 


Environment Builds Character— 
Psychologically speaking, a quiet child 
is not a good one; a child must imitate 
his parents; parental suggestion can cut 
both ways; inferiority may produce de- 
structive friction; sex inquisitiveness is 
the child’s strongest curiosity; savagery 
may prove a step toward emotional 
emancipation. These unadorned posers 
are plucked bodily from their context in 
a fine paper. You can do the author— 
and yourself—-justice only by reading 
it all. 
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Strecker, E. A. The Child and His En- 
vironment. GP 6, 5:43 (Nov.), 1952. 


Axiom-of-the-month—“. . . ‘wonder 
drugs’ should not replace common 
sense in the control and treatment of 
tuberculosis.” Two papers, in agree- 
ment in their findings, tell what is known 
about combined streptomycin and PAS 
treatment and what isn’t yet known 
about isoniazid. 


Temper, C. W. Present Status of Specific 
Drug Treatment of Tuberculosis (and) Carr, 
D. T. Current Status of Antimicrobial Therapy 
of Tuberculosis. J.A.M.A. 150, 12:1165 (Nov. 
22), 1952. 


But Try To Prove It!—The burden 
of this presidential address is that hard- 
up Britain would really economize if it 
spent more on preventive services and 
eventually less on costly curative facili- 
ties—a situation that pertains here, even 
though prosperous America can afford 
more therapeutic luxuries than Britain. 


Topptnc, A. Prevention—Medical and Eco- 
nomic. Pub. Health 66, 2:16 (Nov.), 1952. 
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Pub. Health News (Public Health News) New Jersey Department of Health, Trenton, N. J. 

New England J. Med. (New England Journal of Medicine), Massachusetts Medicai Society 
and the New Hampshire Medical Society, 8 Fenway, Boston 15, Mass. 

New York City Quart. Bull. (New York City Quarterly Bulletin), New York City Health 
Department, 125 Worth St., New York 13, N. Y. 

Research Quart. (Research Quarterly), American Association for Health, Physical Educa- 
tion and Recreation, 1201 16th St., N.W., Washington 6, D. C. 

Statist. Bull. Metrop. Life Insur. Co. (Statistical Bulletin Metropolitan Life Insurance 
Company), Metropolitan Life Insurance Company, 1 Madison Ave., New York 10, N. Y. 
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ASSOCIATION NEWS 
APPLICANTS FOR MEMBERSHIP 


The following individuals have applied for membership in the Association. 
requested affiliation with the sections indicated. 


Health Officers Section 

Lane B. Cooke, M.D. M.P.H., 414-A S. 
Church St., Paris, Tex., Director, Paris- 
Lamar County Health, Unit 

P. F. Dubois, M.D., P.O. Box 1592, Dawson 
Creek, B.C., Canada, Medical Officer of 
Health, Provincial Dept. of Health and 
Welfare 

Lt. Col. C. M. Fischbach, M.C., U. S. Army 
Hospital, Camp Atterbury, Ind., Preventive 
Medicine Officer 


Laboratory Section 

Helvecio Brandao, M.D., M.P.H., Caixa Postal 
8099, Sao Paulo, Brazil, S. A., Asst. Professor 
of Microbiology and Immunology, Faculty 
of Hygiene and Public Health, Univ. of 
Sao Paulo 

Lolita R. Fritz, MS., 710 West 2nd Ave., 
Cheyenne, Wyo. Assoc. Bacteriologist, 
Public Health Laboratory, State Dept. of 
Public Health 

Robert K. Gerloff, M.A., Rocky Mountain 
Laboratory, USPHS, Hamilton, Mont. 
Head, Egg Culture Unit 

A. L. Lane, 920 Henry St., Detroit, Mich., 
Bacteriologist, Difco Laboratories, Inc. 

Ariel A. Roth, M.S., Dept. of Biology, Pacific 
Union College, Angwin, Calif., Asst. Profes- 
sor 


Engineering Section 

John H. Ludwig, M.S.C_E., Room 3613. Fed- 
eral Security Bldg., North, Washington 25, 
D. C., Sanitary Engineer Director and Chief, 
Technical Operations Branch, Division of 
Civilian Health Requirements, USPHS. 

Hugh R. McCall, C.E., 4801 Connecticut Ave., 
N.W., Washington, D. C., Senior Sanitary 
Engineer, USPHS. 

Daniel L. Smith, County Health Dept., Fort 
Myers, Fla., Sanitarian, Lee County Health 
Dept. 


Food and Nutrition Section 

Gwendolyn P. Gregg, 507 W. St. Charles 
Street, Elmhurst, Ill., Nutritionist, DuPage 
County Health Dept. 

William D. Simmons, M.P.H., 2112 Los 
Angeles Ave., Berkeley 7, Calif., Adminis- 
trator, Dept. of Research, Herrick Memorial 
Hospital 


They have 


Maternal and Child Health Section 

Dr. Jose O. Afanador, P.O. Box 5526, Tampa, 
Fla., Physician, Private Clinic 

Lillian Mitchell, Box 599, Route No. 5, 
Everett, Wash., Medical Social Consultant, 
Crippled Children’s Service, State Dept. of 
Health 

Carlos A. Penaloza, M.D., M.P.H., Campana 
Antipianica, Apto. No. 506, Buenaventura, 
Colombia, S. A., Asst. Director of Yaws 
Campaign, Institute of Inter-American 
Affairs 


Public Health Education Section 

Constance L. Bancroft, M.N., 350 Congress 
Ave., New Haven 11, Conn., Student, Yale 
Univ., Dept. of Public Health 

Graciela Carrillo, M.A., 70 Howe St., Apt. 212, 
New Haven, Conn., Student, Yale Univ., 
Dept. of Public Health 

Barbara G. French, R.N., Essex County Health 
Assn., Inc., 222 Cabot St., Beverly, Mass., 
Exec. Director 

Shirley R. Lefkovich, 77 Everit St.. New 
Haven, Conn., Student, Yale Univ., Dept. 
of Public Health 

Kyaw Tint, 1441 Chapel St., New Haven, 
Conn., Student, Yale Univ., Dept. of Public 
Health 


Public Health Nursing Section 

Helen R. Bernhardt, R.N., 634 W. Kings High- 
way, San Antonio, Tex., Health Educator, 
Nursing Division, San Antonio Health Dept. 

Ellen L. Bradley, 95 Patricia Drive, Atherton, 
Calif., Public Health Nurse (on leave of 
absence from New York State Dept. of 
Health) 

Eva B. Brown, R.N., Court House, Crookston, 
Minn., Nurse, Polk County Nursing Service 

Estella M. Buschlen, 10958. Nottingham, De- 
troit 24, Mich., Asst. Director, Nursing Di- 
vision, Detroit Health Dept. 

Frances A. Donohue, Box 1734, Fairbanks, 
Alaska, Staff Public Health Nurse, Alaska 
Dept. of Health 

Helena M. Harris, M.A., 1202 N. Hunter, 
Stockton, Calif., Supervisor of Public Health 
Nursing, San Joaquin Local Health District 

Madeline Kingerski, R.N.. M.A., 2104 Knox- 
ville Ave., Peoria, Il., Public Health Super- 
vising Nurse, Peoria City Health Dept. 
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Ernestina Rivera-Santiago, H. F. 11, Puerto 
Nuevo, Puerto Rico, Superintendent of 
Nurses, Dept. of Health 


Epidemiology Section 

James S. Altman, M.D., MSP.H., 2407 
Buchanan Road, Kenosha, Wis., Officer in 
Charge, U. S. Navy Preventive Medicine 
Unit No. 4, Great Lakes, Ill. 

Lt. Robert L. Magoffin, M.C., US.N.R., Pre- 
ventive Medicine Unit No. 5, U. S. Naval 
Hospital, San Diego 34, Calif., Medical 
Officer 

Grace T. Niemann, M.D., 333 Winthrop Ave., 
New Haven, Conn., Student, Yale Univ.. 
Dept. of Public Health 


or HEALTH 


AMERICAN JOURNAL 


Feb., 1953 


School Health Section 
John H. Powell, M.D., Box 43, Yorkville, 
N. Y., Medical Director, Board of Cooper- 
ative Educational Services 


Medical Care Section 
Milton E. Goldstone, M.D., Seton Hospital, 
3221 Henry Hudson Parkway, Bronx 63, 
New York, Deputy Medical Superintendent 
J. A. Katzive, M.D., 7930 E. Jefferson, De- 
troit 14, Mich., Director, Health Services 
Division, UAW-CIO 


Unaffiliated 
Max E. Hibbard, D.V.M., 2314 Dodge Ave., 
Fort Wayne, Ind., Chief, Environmental 
Health, City Board of Health 


APHA membership application blank on page XXXiI/ 
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EMPLOYMENT SERVICE 


The following pages present information for those seeking qualified public health 


personnel and for those seeking positions in public health. 
This is a service of the Association conducted without expense to the employer or 


employee. 


POSITIONS AVAILABLE 


Assistant Public Health Director—An- 
nual salary $7,704-9,288. Qualifications: 

years’ experience in medical practice, 
graduation from a school of medicine of 
recognized standing, and graduate training 
in public health. Write: Harold Hudgins, 
Secretary, Civil Service Commission, 
Norfolk, Va. 


Director, Guidance Clinic-—Analytically 
trained psychiatrist, preferably with expe- 
rience in child psychiatry or clinic field, to 
direct guidance clinic program and super- 
vise staff of clinical psychologist and 2 
psychiatric social workers. Clinic has own 
building and grounds and is sponsored by 
active Mental Hygiene Association—ac- 
tive program past 4 years. Salary com- 
mensurate with training and experieuce. 
Write: Dr. Paul M. Golley, Treasurer, 
Chattanooga-Hamilton County Mental 
Hygiene Association, Chattanooga, Tenn. 


Health Officer—-Public health physician 
for county health department of 37,000, 
northwestern Illinois. Salary $7,200—9,000, 
plus travel allowance. Usual vacation, sick 
leave, and retirement fund. Qualified 
physician may start above the minimum. 
Write: President, Lee County Board of 
Health, 123 E. First St., Dixon, IIL. 


Medical Health Officer—for Shelby- 
Effingham County Health Department; 
central Illinois location; good schools; ex- 
cellent rural communities; salary range 
$6,900-9,000; may start above minimum; 
must have capacity for good public rela- 
tions. Write: Mr. J. H. Griffin, Teutopo- 
lis, or to Dr. O. G. Kauder, Findlay, Il. 


Health Educator—to develop and pro- 
mote health education in Oregon indus- 
tries and to correlate the work with other 
health education programs in the state. 
M.P.H. in health education. Should be 
familiar with or experienced in research 
in the industrial field. Salary range $336- 
410, plus $9.50 per diem maximum, and 
7¢ a mile for use of car. Liberal vacation, 
sick leave, retirement. Write: 
Johnson, Personnel Director, Oregon 
State Board of Health, P.O. Box 231, 
Portland, Ore. 


Sanitary Engineer—ior Arizona State 
Department of Health. Salary ranges 
$290-340 (for engineer-in-training) to 
$440-540, deperding upon background 
Write: Merit System Council, 1632 W. 
Adams, Phoenix, Ariz. 


Sanitarian—in county health department 
serving a population ot 65,000. Generalized 
sanitation program including urban and 
rural activities in Northern California 
county with many recreational advantages. 
Personnel policies include vacation, sick 
leave, and retirement benefits. Salary 
range $268-332 per month. Probable 
starting salary for qualified person—$283 
per month. Car furnished, or 8¢ per mile, 
if personal car used. Write: Richard C. 
Murphy, M.D., Butte County Health 
Dept., 2430 Bird St., Oroville, Calif. 


Sanitarian—for broad program of com- 
munity sanitation in city of 71,000. Salary 
$332-395 per month. Forty and three- 
quarters hours per week. Paid vacation, 
sick leave, transportation, hospital and 
surgical insurance, and retirement pro- 
vided. Write: Commissioner of Health, 
730 Washington Ave., Racine, Wis. 


Public Health Sanitarians-—Pay range, 
$4,120-4,840 per year. Liberal vacations, 
sick leave, and retirement program: auto- 
matic salary increases. Write: Wayne 
County Civil Service Commission, 2200 
Cadillac Tower, Detroit 26, Mich. 


Dental Hygienist—to assist dental clini- 
cian; to perform examinations and 
prophylaxis; to develop dental health 
educational program in a rural-suburban 
communty of 200,000, adjacent to Wash- 
ington, D. C. Beginning salary between 
$3,213 and 3,675. Write: Administrative 
Assistant, Montgomery County Health 
Dept., Box No. 471, Rockville, Md. 


Dental Hygienist—West central Illinois 
county health department. Salary range 
$250-340 monthly, depending upon train- 
ing and experience. Three weeks’ annual 
leave, retirement benefits, cumulative sick 
leave. Write: Dr. James W. Chapman, 
Director, Morgan County Health Dept., 
Jacksonville, 
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Principal Chemist—to take charge of 
chemistry division and to assist in general 
administration in Bureau of Laboratories. 
Ph.D. or equivalent training. Recent ex- 
perience in analytic, organic, or biochem- 
istry. Write: Dr. C. A. Perry, Chiei, 
Bureau of Laboratories, State Dept. of 
— 2411 N. Charles St., Baltimore 18, 
Md. 


_ Chief, Public Health Laboratory—Pro- 
fessional administrative and technical di- 
rection of municipal public health labora- 
tory. Qualifications: 5 years’ professional 
experience in medical or public health 
laboratory including 3 years in a super- 
visory or administrative capacity; degree 
and graduate courses in biochemistry, bac- 
teriology, or related medical science. 
Minimum yearly salary $8,917. Write: 
Dept. of Public Health, Room 503, City 
Hall Annex, Philadelphia, Pa. 


Bacteriologist—with M.S. degree or 
two years’ supervisory laboratory expe- 
rience to head clinical laboratory; 335-bed 
teaching hospital affiliated with North- 
western University. Outstanding facili- 
ties and working conditions. Write: 
Personnel Office, Evanston Hospital, 2650 
Ridge Ave., Evanston, Ill. 


Public Health Nurse Superintendent— 
Annual salary: $4,080-4,896.  Qualifica- 
tions: Five years’ full-time experience in 
a recognized public health agency, 2 of 
which shall have been in a supervisory or 
teaching capacity; graduation from an ac- 
credited school of nursing, and a degree in 
public health. Write: Harold Hudgins, 
Civil Service Commission, Nor- 
olk 


Public Health Nurse—for organized 
county health department in Northern 
California. Population 65,000. Generalized 
program (except school nursing). New 
health center building recently opened. 
Community has many scenic areas and 
recreational advantages. Good personnel 
policies, vacation, sick leave, and state 
retirement plan. Salary range $298—370. 
Car furnished or 8¢ per mile, if personal 
car used. Write: Richard C. Murphy, 
M.D., Butte County Health Dept., 24 
Bird St., Oroville, Calif. 


Public Health Nurse—Generalized pro- 
gram in city of 71,000. Starting salary for 
certified nurse is $280 per month. Nurse 
with unmet certificate credits may qualify 
through nearby university while working; 
starting salary $265. Both grades, 40% 
hour-week, paid vacation, sick leave, trans- 
portation, hospital and surgical insurance, 
and retirement provided. Write: Nursin ing 
Supervisor, Racine Heaith Dept., 
Washington Ave., Racine. Wis. 


Feb., 1953 


Public Health Nurses—immediate ap- 
pointment. Salary $311-378. Must be 
eligible for Public Health Nursing Certifi- 
cate in California and must have a car. 
Write: County Civil Service Office, 236 
Third St., San Bernardino, Calif. 


Public Health Nurses—City-county 
heaith unit and field experience center for 
students, staff of 22 nurses, generalized 
program. Salary range $3,600-—3,900, 5-day 
week. Paid vacation and accumulated sick 
leave, retirement plan, car allowance start- 
ing at $30. Near University of Texas. 
Write: Claire McGuire, Director of Nurs- 
ing Service, Austin-Travis County Health 
Unit, 804 Lavaca St., Austin, Tex. 


County Health Nurse— Position open in 
Sheridan, Wyo., at foot of “Big Horn 
Mts.” Salary for experienced nurse $320. 
Merit System benefits. Write: Director of 
Nursing Service, State Health Dept., 
Cheyenne, Wyo. 


Nurse, Supervisory— Certificate in pub- 
lic health nursing required. Staff of 5 
nurses. Salary $3,600, plus $35 monthly 
car allowance. Vacation, sick leave, pen- 
sion rights. Position open April 1. Write: 
Health Commissioner, 1208 S. &th St. 
Sheboygan, Wis. 


upervising Tuberculosis Nurse 
County health department including staff 
of 44 public health nurses serving rural- 
suburban community of 200,000; adjacent 
to Washington, D. C.; $4,410-5,250; B.S. 
degree, supplemented by training in tuber- 
culosis; 4 years’ experience including pub- 
lic health, supervision, and tuberculosis 
nursing. Write: Personnel Board, Court 
House, Rockville, Md. 


Supervisor, Visiting Nurse Association 
-—Minimum qualifications of NOPHN re- 
quired. Staff of 20 nurses. Two super- 
visors and director. Three universities 
affiliating. Three students present. Salary 
range $3,600-4,200. Appointment salary 
according to experience and preparation. 
Early placement. Write: Director, Visit- 
ing Nurse Association, 119 Ridge St., 
Newark, ] 


Staff Nurse—Generalized public health 
program; salary dependent upon qualifica- 
tions and experience; 3 weeks’ vacation; 
7¢ a mile travel allowance, sick leave, 
and retirement benefits; 40-hour week. 
Write: A. L. Hildinger, M.D., Director, 
fo Daviess County Health Dept., Galena, 
Il. 


Nurse and Staff Nurses— 
Generalized program in county with 75,000 
agg 2 day week, vacation, and sick 
eave. Salary of supervising nurse $375- 
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425; salary of staff nurses $265-325. Write, 
Director, McLean County Health Dept., 
1009 N. Park St., Bloomington, III. 


Public Health Nurses—Salary $4,205- 
4,955. Professional Nurses—Salary $3,410- 
4/160; to train as public health nurses. 
Liberal federal government retirement 
plan; 40-hour, 5-day week; annual and 
sick leave; opportunities for study and 
cultural developmeht in the nation’s Capi- 
tal. Write: Mrs. Josephine P. Prescott, 
Director, Bureau of Public Health Nurs- 
ing, Health Dept., D. C., Municipal Cen- 
ter, Washington 1, D. C. 


Supervisory Nurse—to direct 2-nurse 
Visiting Nurse Association with an under- 
graduate affiliation. Generalized program. 
Liberal personnel policies. Applicant to 
act as assistant for first 3-4 months. 
Write: Director, Visiting Nurse Associa- 
tion, Iowa City, Iowa. 


Public Health Nurses— Alaska Depart- 


ment of Health. Immediate openings for 
qualified nurses. All categories require 


EMPLOYMENT SERVICE 


graduation from an accredited school of 
nursing and completion of an approved 
course of study in public health nursing. 
Senior Public Health Nurse—Special 
qualification: 2 years’ experience in a 
generalized public health nursing service. 
Salary $415 per month. Public Health 

urse-Midwife—qualifications: completion 
hae an approved program of study in mid- 
wifery, and year generalized public 
health nursing experience. Salary $415 per 
month. Public Health Nurse—qualifica- 
tion: 1 year of supervised public health 
nursing experience. Salary per 
month. In certain areas where the cost 
of living is higher 15 per cent more is 
allowed above salary stated. Write: 
Dorothy K. Whitney, Chief of Nursing, 
Box 1931, Juneau, Alaska. 


Health Educator—for voluntary agency 
to work with industrial and professional 
groups. Graduate nurse with graduate 
degree in health education and industrial 
experience, or equivalent required. Salary 
$3,800. Write: Box H E-52, Employment 
Service, APHA. 


All communications on the following advertisements should be sent to Berneice Larson, 
Medical Bureau, Palmolive Building, Chicago 11, II. 


PUBLIC HEALTH PHYSI- 
CIAN; administrative appointment, headquarters, 
national organization; duties: directing educational 
rogram, public relations, community organization ; 
cast. (b) COMMISSIONER OF HEALTH; 
university city; East. (c) PHYSICI AN to direct 
SCHOOL EALTH PROGRAM; enrollment 
city; opportunity medical school 
est. ‘(d) PUBLIC HEALTH 
‘opolitan health 
VISITING NURSE A ASSOCIA. 
TION; university city, West. (f) PUBLIC 
HEALTH NURSE with several ll administra- 
pointment. 


tive ience ; forei 
TH SUPE ORS AND 
AF RSES; health includ- 
Aa. ursing ollege town, California. 
INDUSTRIAL- IST; rienced on 
ont analytical ‘metnods; large 
uties involve some travel. 


“HEALTH EDUCATOR for career post, and 
FIELD DIRECTOR for position 
tdwest. 


ealth education ; 
RESOCTATE. PRO. 


siderable travel; state health 
(j) ASSISTANT DIRECTOR; 
state agency; East. (k) 


FESSOR; artment of preventive medicine 
and public healt, university medic 


al school 
rtunit rch. BL UREAC, 


URN ICE “LARSON, PALMOLIVE BUILD 
ING, CHICAGO. 

WANTED—OPPORTUNITIES: (a) PUBLIC 
HEALTH PHYSICIAN; Diplomate, American 
Board; seven years, director, health department 
and on faculty, medical school. (hb) UBLIC 
HEALTH NURSING ADMINISTRATOR; 


B.A.; nine years’ experience including four years, 
assistant professor, public health, five, consultant, 
state health department. (c) HEALTH EDUCA. 
TOR; M.S., D.P.H., eastern universities; five 
years, associate professor nrerene and public health ; 
seven years, director health education, state health 
department. (d) INDUSTRIAL HYGIENIST; 
M.S. (chemical engineering); cleven years’ experi- 
ence in industry and state health Gaperementa, (e) 
SANITARY ENGINEER; B.S. (chemical | = 


depa' DI 
BURNEICE LARSON, PALMOLIVE BUILD- 
ING, CHICAGO 
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WHO NEWS 
Summarizing 1952 in WHO 

In the series of releases on “Activities 
of UN Specialized Agencies,” the one 
on WHO was issued on December 24, 
1952. It reports on four types of activi- 
ties, advisory services with numerous 
samples in each pf the six regions into 
which WHO has decentralized its activi- 
ties, technical services, emergency aid, 
and fellowships. 

During the year 1952, WHO gave 900 
fellowships to students, nurses, and 
sanitary engineers from member coun- 
tries for study abroad. A total of more 
than 2,600 fellowships had been granted 
up to the end of 1952. 

Emergency aid included help in check- 
ing a cerebrospinal meningitis epidemic 
in the Sudan, assistance in an antityphus 
campaign in Afghanistan, a team of ex- 
perts for the WHO/UNKRA Health 
Mission in Korea, and continuation of 
assistance in caring for Palestine refu- 
gees. 

This year-end summary is found in 
the press release H/993 SA/137 which 
is available from Department of Public 
Information, United Nations, N. Y. 


Dr. Chisholm to Retire 

Dr. Brock Chisholm, director-general 
of WHO, Geneva, Switzerland, an- 
nounced on December 11 that he would 
retire as director-general next July 21. 
He has been with the organization in a 
directing capacity since it began in 1946. 

The Assembly had asked Dr. Chis- 
holm to accept an extension of his five- 
year term, but he announced that after 
serious consideration of all the factors 
involved he would retire. He expressed 
the opinion that a permanent organiza- 
tion should not have the same head for 
too long, particularly at the beginning 
of its history. 
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Dr. Chisholm’s successor will be ap- 
pointed by the Annual Assembly in 
May, on the basis of nominations made 
by the January meeting of the WHO 
Executive Board. 


The Physically Handicapped Child 

The first report of the “Joint Expert 
Committee on the Physically Handi- 
capped Child” has been published as 
WHO Technical Report Series No. 58. 
This committee meeting in late 1951, in 
which UN, ILO, and UNESCO par- 
ticipated, affirmed two basic principles; 
that every child has the right to expect 
the greatest possible protection against 
the occurrence of preventable physical 
handicap, before, during, and after his 
birth, and that every child has the right 
to develop to the maximum of his abili- 
ties, in spite of his disablement. Within 
the framework of these two principles, 
the committee agreed that special serv- 
ices for handicapped children must be 
integrated with the general health, social, 
educational, and vocational programs at 
all levels. A comprehensive program 
can be built only upon the foundation 
of adequate services for health educa- 
tion, social work, and vocational train- 
ing. 

The report is available in the United 
States from Columbia University Press, 
2960 Broadway, New York 27, 20¢. 


Ophthalmological Seminar in Cairo 

In Egypt, where eye diseases are a 
serious public health problem with im- 
portant economic implications, a seminar 
on the latest advances in ophthalmology 
is being held February 19-28, following 
the Golden Jubilee meeting of the 
Egyptian Ophthalmological Society. In 
cooperation with Egyptian authorities, 
WHO’s Section of Exchange of Scien- 
tific Information is bringing six ophthal- 
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mologists from various parts of the 

world to lecture on research topics, to 

demonstrate some recent advances, to 

exchange views with Egyptian ophthal- 

mologists, and to demonstrate that the 

preventive and curative aspects go hand 

in hand. 

Two of the experts are from the 
United States—David C. Cogan, M.D., 
associate professor of ophthalmic re- 
search and director of the Howe Labora- 
tory of Ophthalmology, Harvard Medi- 
cal School, Boston, Mass., and P. 
Thygeson, M.D., clinical professor of 
ophthalmology, University of California, 
San Francisco. 


Plague Deaths Now Avoidable 

WHO’s Expert Committee on Plague, 
at a six-day meeting in Bombay in De- 
cember, 1952, agreed that in the present 
state of knowledge deaths from plague 
could be avoided. The antibiotics and 
sulfa drugs could reduce deaths to 10 
per cent of cases or even below. Rat- 
proofing of houses was considered to be 
the most effective method of preventing 
plague outbreaks. Along with this ex- 
pensive and long-term objective, vac- 
cination, the use of DDT against rat 
fleas, and the new anticoagulant rat 
poisons, were recommended. 


Two New Projects in Pakistan 

The Eastern Mediterranean Regional 
Office has appointed Dr. Lylie A. J. 
Chapman of Johannesburg, South Af- 
rica, as head of a WHO team to staff a 
maternal and child health center being 
set up at Dacca, East Bengal, with the 
cooperation of UNICEF. The center for 
the new project is being built by the 
Pakistan Government. 

At the head of a venereal disease 
team of international and Pakistani 
members is Dr. F. R. Curtis, consultant 
in venereal disease at Whitechapel 
Clinic, London. On a two-year leave of 
absence he will open a clinic now being 
built in Karachi. 
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NATIONAL CONFERENCE ON TRICHINOSIS 

A National Conference on Trichinosis 
was held in Chicago on December 15, 
1952, under the auspices of the Public 
Health Service and several professional 
societies. The American Public Health 
Association was represented by L. R. 
Davenport, D.V.M., chief of the Section 
on Veterinary Public Health, Bureau of 
Epidemiology, Illinois State Department 
of Public Health, Springfield. 

Dr. Davenport has submitted a report 
of the conference summarizing the epi- 
demiology of the disease and pointing 
out that, in addition to trichinosis. such 
animal-human diseases as foot-and- 
mouth disease, anthrax, salmonellosis, 
tuberculosis, cysticercosis, and brucel- 
losis, as well as such animal specific 
disease as hog cholera and vesicular 
exanthema, may be transmitted through 
infective pork scraps present in the gar- 
bage fed to swine. 

A variety of methods for the control 
and prevention of trichinosis were con- 
sidered. The conference concluded that 
the cooking of raw garbage appeared to 
offer the greatest possibility among these 
measures. It was pointed out that no 
evidence exists to support the theory 
that the cooking of garbage reduces its 
nutrient value for swine feeding. The 
possibility of new methods through irra- 
diation of pork products by x-ray or by 
Cobalt “60” were discussed with the 
conclusion that experiments so far had 
been conducted only on a limited scale 
and that it was not yet clear whether the 
method could be used practically. 

The conference urged the enactment 
of state legislation that would prohibit 
the feeding of raw garbage to swine, that 
study be given to the possibility of quar- 
antine on state levels which would pre- 
vent the interstate movement of swine 
which had been fed on garbage, and that 
attention and study be given to the 
establishment of recording controls in 
the cooking of garbage. Particular 


emphasis was placed upon the education 
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of the public, especially of housewives, 
in the necessity of thoroughly cooking 
fresh pork products prior to human con- 
sumption. It was proposed that a sub- 
sequent meeting be held in about one 
year’s time. 


MYASTHENIA RESEARCH FOUNDATION 
The Myasthenia Gravis Foundation 
was incorporated in New York State in 
November, 1952, to back research into 
the causes and cures of myasthenia, a 
neurological disease characterized by 
extreme muscular weakness. A meeting 
in New York in December of 25 physi- 
cians, two of them from Canada, took 
preliminary steps to establish a medical 
board for the allocation of research 
funds. Henry R. Viets, M.D., neurolo- 
gist, Massachusetts General Hospital, 
retired, and said to be the dean of 
myasthenia research in the United 
States, was made chairman of the medi- 
cal board. Serving with him as an 
interim executive committee until the 
selection of a full medical board in June, 

1953, are: 

Pearce Bailey, M.D., National Institute of 
Neurological Diseases and Blindness, Wash- 
ington, D. C. 

David Grob, M.D., director, Myasthenia 
Gravis Clinic and Research, Johns Hopkins 
University, Baltimore, Md. 

H. Houston Merritt, M.D., Neurological In- 
stitute, Presbyterian Medical Center, New 
York, N. Y. 

Herbert Schwarz, M.D., University Clinic, 
Royal Victoria Hospital, Montreal, Canada. 


STUDY OF NEGRO HEALTH PRACTICES 

A one-year stury of Negro health 
practices in southern rural communities 
is being conducted by the Tuskegee In- 
stitute. The study seeks to iaentify 
prevailing Negro health practices, de- 
termine the factors influencing such 
practices, and formulate principles for 
improving health in southern rural 
areas. How traditional health behavior 
is transmitted from one generation to 
another and privately used, though 
publicly rejected, what opportunity 
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there is for changing these traditions, 
and the influences of technology, mass 
culture, personal contact, and communi- 
cations media upon health habits, are 
among the questions for which answers 
will be sought. A grant of $15,000 to 
carry on the study has been made by the 
Health Information Foundation, which 
will join with Tuskegee in publishing 
the report of the study. 


HEARST PAPER'S VIVISECTION RECANT 
In its successful 1949 campaign 
against an Illinois state pound law, 
Hearst's Chicago Herald-American at- 
tacked a number of medical researchers 
by name, calling them “cruel,” “sadis- 
tic,” and other similar terms. Three sepa- 
rate libel suits were brought, “with reluc- 
tance,” in the words of Dr. Anton J. 
Carlson, president of the National So- 
ciety for Medical Research, but there 
was “no alternative when such a cam- 
paign of vilification was launched 
against researchers as individuals.’ The 
publishers recently asked for settlement 
of the pending suits and paid damages 
to three researchers and a layman, in- 
dicating a change in their editorial 
policy of attacking vivisection since the 
death of William Randolph Hearst. 
Although defeated in 1949, the state 
pound law was passed by the 1951 Illi- 
nois legislative session. Now in opera- 
tion, it provides for the transfer of un- 
claimed animals to research laboratories 
for experimental purposes. 


PHS CORPS EXAMINATIONS 

The Public Health Service is receiving 
applications for admission to competi- 
tive examinations for the appointment 
of medical and dental officers, in the 
grades of Assistant or Senior Assistant 
Surgeon and Assistant or Senior 
Assistant Dental Surgeon. Applica- 
tions for admission to the medical officer 
examination must be filed not later than 
March 24, 1953; for the dental officer 
examination not later than February 24, 
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1953. For applications or further in- 
formation write: Chief, Division of Com- 
missioned Officers, Public Health Serv- 
ice, Washington 25, D. C. 


WASHINGTON SICKNESS SURVEY 

The Washington State Health Council, 
with the cosponsorship of the State 
Medical Society and the University of 
Washington Medical School, is conduct- 
ing a sickness survey. On one day in 
January each participating doctor listed 
on a form with “chief complaint or 
reason for visit” and “diac nosis if estab- 
lished” each patient whether seen at 
home, in the office, or hospital. The 
one-day spot-check will be repeated two 
or three times during the year to take 
account of seasonal variations. 

Director of the study is Leland E. 
Powers, M.D., professor of public health 
and preventive medicine, University of 
Washington Medical School, where re- 
turns are being tabulated and analyzed. 
The study is said to be unique in that 
it is based on medical opinion;only and 
not on door-to-door interviews with 
patients or their families. 


AWARDS MADE TO SCIENCE WRITERS 

The two $1,000 Westinghouse Science 
Writing Awards made annually by the 
American Association for the Advance- 
ment of Science have for 1952 been 
awarded to writers on medical subjects. 
The awards were presented at a special 
luncheon in St. Louis on December 29, 
during the annual meeting of AAAS. 

Alton L. Blakeslee, science writer of 
the Associated Press, won the award in 
newspaper science writing for a series of 
four articles based on a visit to the 
Jackson Memorial Laboratory at Bar 
Harbor, Me., which specializes in cancer 
research. 

The award to Morton M. Hunt, free- 
lance writer, was made for “Neurosis 
Factory” in Esquire magazine, describ- 
ing the experiments of Howard S. 
Liddell, Cornell University psychobiolo- 
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gist, in searching for the causes of 
“nervous breakdowns” and other neu- 
rotic conditions. 


AMERICAN BOARD OF NUTRITION 

The American Board of Nutrition 
will meet in April, 1953, to consider 
applications of candidates for certifi- 
cation as Specialists in Human Nutri- 
tion. Completed applications should be 
in the office of the secretary not later 
than March 15. After the meeting of 
the Board, candidates deemed eligible 
for examination will be notified of date, 
place, and procedure of the examination. 
Application forms may be obtained from 
the Secretary, Otto A. Bessey, School of 
Medicine, University of Texas, Galves- 
ton, Tex. 

The complete list of certified special- 
ists in Human Nutrition appears in the 
February, 1953, issue of the Journal of 
Clinical Nutrition. 


CRISS AWARD TO DR. RUSK 
Howard A. Rusk, M.D., director of 
the Institute of Physical Medicine and 
Rehabilitation, New York University 
Medical Center, has been named the 
1952 winner of the Dr. C. C. Criss Award 
of $10,000 and a gold medal in recog- 
nition of his work in rehabilitating the 
physically handicapped. 

The award was established by Mutual 
of Omaha in memory of its founder, the 
late Dr. Criss, to honor outstanding 
contributions to health and safety. It 
is open to anyone in the United States 
and its territories and Canada. Selection 
is made by a board of judges headed by 
C. W. Mayo, M.D., of the Rochester 
Mayo Clinic. Other medical members 
are Drs. Thomas Parran, dean of the 
Graduate School of Public Health, Uni- 
versity of Pittsburgh; Leonard Scheele, 
surgeon general of the U. S. Public 
health Service; and John W. Cline, 
former president, American Medical 
Association. 

The 1951 winners of this award were 
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Drs. Philip S. Hench and Edward C. 
Kendall for their work in the treatment 
of rheumatoid arthritis and other 
chronic diseases with cortisone and 
ACTH. They had previously received a 
Lasker Award of the American Public 
Health Association in 1949. Dr. Rusk 
won a similar Lasker Award in 1952. 


INDUSTRIAL HEALTH FELLOWSHIPS 

The Institute of Industrial Health of 
the University of Cincinnati has avail- 
able a number of industrial health fel- 
lowships for a three-year course of 
training, two years in residence at the 
institute, followed by a year of practical 
experience in industry. 

Graduates of class A medical schools 
who have completed at least two years 
training in an accredited hospital are 
eligible. During the first two years 
stipends vary from $2,100 to $3,000, 
during the third year the candidate’s 
salary is paid by the industry in which 
he is completing training. Further in- 
formation from the institute, University 
of Cincinnati, Cincinnati 19, Ohio. 


FOOT-AND-MOUTH QUARANTINE LIFTED 

The U. S. Secretary of Agriculture 
and the President of Mexico have jointly 
announced that all quarantines, which 
for several years have kept the United 
States-Mexico border closed to animal 
traffic, have been lifted. A fourfold 
program carried out by a United States- 
Mexican Eradication Commission has 
wiped out the foot-and-mouth disease in 
Mexico. A permanent joint commission 
has been set up to prevent a repetition 
of the outbreak, while the U. S. Depart- 
ment of Agriculture has begun work on 
a $10,000,000 laboratory for the study 
of foot-and-mouth disease and other 
animal ailments. 


ANOTHER CITY-COUNTY DEPARTMENT 
The voters of San Diego City and 

County at the recent election approved 

charter changes making possible the 
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consolidation of the City and County 
Health Departments into one Depart- 
ment of Public Health to serve the entire 
area. The state legislature is expected 
to approve the charter changes after 
which transfer of employees, equipment, 
funds, etc., will take place. Final con- 
solidation will be completed early in 
1953. 

All personnel of the City Health De- 
partment are being transferred to the 
County Civil Service System without 
change in status or tenure. No interrup- 
tion in the services rendered to the 
public is expected, but increased effi- 
ciency that will result in more time for 
public health services as administrative 
duplication is eliminated. The new de- 
partment serves over half a million 
persons. J. B. Askew, M.D., M.P.H., 
the health officer of the city, who has 
also been acting for the county, is the 
health officer of the combined depart- 
ment. 


LOCAL HEALTH SERVICES DISCUSSED 
About 125 persons from four states 
and the District of Columbia attended a 
sixth Regional Conference on Local 
Health Services, held at Roanoke, Va., 
from November 16 to 18, 1952. The 
conference was sponsored by the Na- 
tional Advisory Committee on Local 
Health Units of the National Health 
Council, with the cooperation of the 
Virginia Council on Health and Medical 
Care. The Public Health Service, the 
American Red Cross, and the American 
Public Health Association, as well as 
the state health departments involved, 
provided resource persons. The single 
most important conclusion of the group 
was reported to be that citizens them- 
selves have the first responsibility for 
analyzing and meeting their own needs. 
They do this most effectively through 
getting together in their various in- 
terest groups such as local clubs, pro- 
fessional societies, business organiza- 
tions, and voluntary health agencies. 
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How to stimulate that local awareness, 
local cooperation, and local leadership 
was an important item running through- 
out many of the discussions. 

Stories were told of Huddleston, Va., 
a rural village with a surrounding area 
of about 3,500 people. How the citizens 
set about to get themselves a doctor, to 
see that he had adequate facilities, to 
get him and his family located in a home 
and welcomed, was told by those who 
had a share in this development. The 
story highlighted one of the serious 
health problems in Virginia—the lack 
of practicing physicians in rural areas. 
Hence, the legislature in 1942 set up a 
scholarship program which currently has 
in operation 50 scholarships, 10 of them 
for Negroes. At the same time, the 
Virginia Council on Health and Medical 
Care has been engaged in bringing to- 
gether doctors and rural communities 
without doctors. During 1952 it had 
placed 20 such physicians. 

Haywood County, North Carolina, is 
a rural county of about 40,000 adjoining 
and including a part of the Smoky 
Mountains. Each of the 26 communi- 
ties of the county has set up community 
development programs. In each, health 
is a part of the whole picture of com- 
munity betterment which encompasses as 
well better schools, better church life, 
better finances, better agricultural prac- 
tices; each factor reacting on the other. 
Farmers and bankers first became in- 
terested in the economics of a grade A 
milk market. Hence, they made grade 
A dairies a goal. Toward this goal 
they established a cooperative artificial 
breeding center, one of the earliest in 
the United States. Naturally, they 
found that better dairies were not with- 
out their influence on health and educa- 
tion. They rejuvenated their hospital. 
In order to cover the cost of hospital 
care, they organized a hospital insurance 
plan covering all rural families. During 
three years of the community develop- 
ment program more churches were built 
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than in the previous 30 years. As 
farmer Davis, who told the story, said, 
“Tt was literally true that after hospital 
insurance more people loved their 
neighbors. When more people loved 
their neighbors, more of them worked 
together and did things together. The 
important thing is that all of us are 
working together for our own and each 
others causes.” 

Proceedings of the Roanoke Con- 
ference have been prepared and are 
available on request from the offices of 
the National Health Council, 1790 
Broadway, New York 19, N. Y.; 25¢. 


MASSACHUSETTS-PAKISTAN COOPERATION 

The Massachusetts Department of 
Public Health has signed an agreement 
with the Technical Cooperation Adminis- 
tration of the U. S. Department of State 
to supply the health and sanitation per- 
sonnel for the Point Four team in 


Pakistan. 
Dr. Richard F. Boyd, New England 


regional medical director of the Public 
Health Service, went to Pakistan early 
in 1952 to survey the situation, and Dr. 
Roy F. Feemster of the department 
went in April for a three-months’ stay 
A physician, a sanitary engineer, and a 
sanitarian are to be sent from Massa- 
chusetts to Pakistan in the near future 
for two year assignments, according to 
a recent statement of Vlado A. Getting. 
M.D., commissioner of health. Other 
members of the department will be 
available for consultation on the pro- 
gram for the country. 


PERSONALS 


Marian Axrorp, formerly director of nursing 
at Peralta Hospital, Oakland, Calif., has been 
named director of the Department of Hos- 
pital Nursing, Division of Nursing Service, 
National League for Nursing, New York 
City. 

Justin M. Anprews, DSc.,* who has been 
officer in charge of the: Public Health Serv- 
ice Communicable Disease Center, Atlanta. 
Ga., has been named assistant surgeon gen- 
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eral, Public Health Service, and associate 
chief, Bureau of State Services, to direct the 
field research program of the bureau in 
Washington, D.C. Dr. Andrews is chairman 
of the APHA Committee on Eligibility. 

Nena Witson Bapenocn, director of television 
and radio relations for the National Society 
for Crippled Children and Adults, Chicago, 
Ill, has been named a winner of a McCall's 
Magazine public service award for dis- 
tinguished service in television and radio on 
behalf of the nation’s crippled children. 

Pump S. Barsa, M.D.,* Philadelphia, Pa., has 
taken office as president of the American 
Academy of Pediatrics. Dr. Barba serves as 
consultant to the APHA Committee on 
Child Health. 

Tueropore J. Bauer, M.D.,* who has been 
chief of the Division of Venereal Disease, 
Public Health Service, Washington, D. C.. 
has been appointed officer in charge, Com- 
municable Disease Center, Public Health 
Service, Atlanta, Ga., succeeding Justin M. 
Anprews, D.Sc.* 

Burnetta F. Bratt, R.N., formerly district 
supervisor of nurses, San Diego (California) 
County Health Department, has been ap- 
pointed nurse consultant, National Society 
for the Prevention of Blindness, New York 
City. 

Grorce S. Bote,* of the Public Health Service, 
on loan since 1944 to the Florida State 
Board of Health, retired in December, 1952, 
after 36 years in the public health field, 
chiefly in rodent control activities. 

Jutta P. Branpeserry, R.N.,* formerly super- 
vising nurse and acting health officer, Van 
Buren County Health Department, Michi- 
gan, and district supervisor of the Henry 
Street Visiting Nurse Service, New York 
City, has been appointed chief of the nursing 
service, Fife-Hamill Memorial Health Cen- 
ter, Philadelphia, Pa. 

Rosert H. Brou-Kaun, formerly associate 
director of the May Institute for Medical 
Research and assistant professor of experi- 
mental medicine at the University of Cin- 
cinnati, has been appointed scientific director 
of the Lasdon Foundation, Yonkers, N. Y., 
to coordinate research activities supported 
by grants made by the foundation toward 
the furtherance of medical research. 

Earte G. Brown, M.D.,* commissioner of 
health of Nassau County, New York, and 
formerly Kansas State Health Officer, re- 
ceived the Arthur T. McCormack Award 
of the Association of State and Territorial 
Health Officers at the annual conference of 
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the association with the surgeon general and 
the chief of the Children’s Bureau, Washing- 
ton, D. C., on December 10, 1952, in recog- 
nition of his long and effective service. 

Maryorre Epwarps first executive 
director of the California Heart Association, 
and more recently director of community 
relations for the Oakland Area Community 
Chest, has been appointed executive director 
of the United Cerebral Palsy Association of 
San Francisco. 

Cart Canrietp, former sanitarian, Highland 
County Health Department, has accepted a 
similar position with the Green County- 
Xenia Health Department, both in Ohio. 

Maria B. Carpenter,? director of health edu- 
cation, Essex County (Massachusetts) 
Health Association, has resigned to fill the 
newly created position of secretary of the 
Bangor-Brewer (Maine) Tuberculosis and 
Health Association. 

Dwicnut H. Carter, who has been health edu- 
cation assistant for the past two years with 
the New York State Committee on Tuber- 
culosis and Public Health, New York City, 
has been appointed executive director. 
Albany (N.Y.) Heart Association. 

Loren R. Cuanpier, M.D., since 1933 dean of 
Stanford University School of Medicine, San 
Francisco, Calif., has resigned to devote full 
time to surgical research problems, particu- 
larly those associated with diseases of the 
pancreas, liver, and spleen in children. He 
will remain as a full-time professor of 
surgery. 

Stuart Public Health Service 
nurse officer on the staff of Freedmen’s Hos- 
pital, Washington, D. C., since 1947, has 
been assigned to the Liberia Point Four 
Program with headquarters in Monrovia. 

Grorce J. Coocan, formerly district engineer 
of the south metropolitan health district, 
Massachusetts Department of Public Health, 
Boston, Mass., has been assigned as district 
engineer of the northeastern health district 
office. 

Epwarp H. L. Corwin, Ph.D.,* for 41 years 
executive secretary of the Committee on 
Public Health Pelations, New York Academy 
of Medicine, was honored on December 10 
in New York City at a dinner given by the 
committee. More than 100 members and 
former members of the committee were 
present at the dinner at which a portrait of 
Dr. Corwin was presented to the academy 
by Georce Barur, M.D.,* present chairman 
of the committee. 

Gustave J. Dammiy, M.D.,* who has been 
professor and chairman of the Department 
of Pathology, Washington University School 
of Medicine, and director of laboratories, 
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Barnes Hospital, St. Louis, Mo., has been 
appointed professor of pathology at Harvard 
Medical School, Boston, Mass., succeeding 
Van Zanpt Hawy, M_.D., resigned 
because of ill-health. 

Joseru T. Dovie, M.D., former director of the 
electrocardiographic laboratory, Grady Me- 
morial Hospital, and on the staff of the 
Emory University School of Medicine, At- 
lanta, Ga., has been named assistant profes- 


sor of medicine and director of the 
Cardiovascular Health Center, Albany 
(N.Y.) Medical College. The center is 


financed by the New York State Department 
of Health. 

Leonarp J. Dunit, M.D.,* of the Public Health 
Service, Division of Chronic Disease and 
Tuberculosis, who had been assigned since 
March, 1951, to the Contra Costa County 
(Calif.) Health Department in order to 
analyse the findings of the Massachusetts 
X-ray survey findings there, has been re- 
turned to inactive duty and completion of 
psychiatric training at Menninger School of 
Psychiatry, Topeka, Kans. 

James A. Epcett, D.V.M., M.P.H.,+ Public 
Health Service officer, previously making 
veterinary surveys in Texas and Alabama, 
has been appointed veterinary public health 
specialist by the Pan American Sanitary 
Bureau, assigned to the PASB Zone Office 
in Lima, Peru, where he is area supervisor 
of veterinary public health activities in 
Bolivia, Colombia, Ecuador, Peru, and 
Venezuela. 

Georce F. Epwarps, after 15 years of service 
with the Massachusetts Department of 
Health, Boston, Mass., has been appointed 
assistant director of the Food and Drugs 
Division of the department. 

Joun K. Etwis,+ former acting chief of the 
Bureau of Health Education, Illinois State 
Department of Health, is now head of a 
similar bureau with the Wyoming State 
Board of Health, Cheyenne, Wyo. 

B. G. Garrison has been appointed healh 
educator and field representative of the State 
Tuberculosis and Health Association in 
Western Kansas with headquarters in Dodge 
City. 

Joun T. Gentry, M.D., M.P.H.,+ formerly 
with the Epidemiological Section, Com- 
municable Disease Center, Atlanta, Ga., is 
medical director of Alaska’s first Socal health 
district, the new Greater Anchorage Health 
District. 

Mrs. J. Avery Guyton, of Jacksonville, has 
succeeded C. L. Harper, Jr., as a member of 
the Florida Merit System Council, which 
operates a merit system program for em- 

ployees of the state’s Department of Public 
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Welfare, Board of Health, Industrial Com- 
mission, and Crippled Children's Commis- 
sion. 

Curis A. Hansen,* former executive officer, 
Communicable Disease Center, Public Health 
Service, has been appointed to the newly 
created position of assistant officer in charge. 
Georce B. Tremmet, has been named 
executive officer to succeed Mr. Hansen, re- 
taining his former duties as chief of the 
administrative branch. 

Ropert Hansen, M.D., M.P.H.,* former direc- 
tor, Preventive Medical Service, Kentucky 
State Health Department and, for a brief 
recent period, venereal disease consultant in 
the Dallas office of Region VIII of the 
Public Health Service, is now deputy direc- 
tor of the Louisville-Jefferson County Health 
Department, succeeding F. Lama, 
M.D., M.P.H.,* who has become deputy 
commissioner of the Kentucky State De- 
partment of Health. 

W. Sinctarm Harper, M.D., former district 
health officer in the Toronto City Health 
Department, Canada, was recently appointed 
health officer of the eastern health district, 
of the Baltimore City Health Department 
(Md.), succeeding Georce A. Su.ver, M.D.,* 
who resigned to become chief of the Division 

of Social Medicine, Montefiore Hospital, 
New York City. 

EvizasetH Hirsorn,* Public Health Service 
nurse officer and teacher of public health 
nursing at Wayne University since 1947, will 
assist in the U. S. technical aid program in 
Jordan with headquarters in Amman. 

James Henry Hortn, Jr., and Ricnarp L. 
HaprFieLp, are new health district sanitary 
officers, Division of Sanitary Engineering, 
Massachusetts State Department of Health, 
assigned respectively to the Wakefield Dis- 
trict Office and the Quincy Office. 

Jutsa G. Hurst formerly medical social con- 
sultant, National Society for the Prevention 
of Blindness, has been named consultant in 
medical social service to the United Hospital 
Fund, New York City. 

Paut E. Kuiopstec, Ph.D., assistant director 
since November, 1951, for mathematical, 
physical, and engineering sciences of the 
National Science Foundation, Washington, 
D. C., has been appointed to the new posi- 
tion of associate director of the foundation. 

Epwarp Kupxka, M.D.,* chief of the Bureau of 
Tuberculosis, California State Department of 
Public Health, Berkeley, has returned from 
a three-month assignment with the govern- 
ment of American Samoa, where he aided 
in setting up a tuberculosis control program 
and facilities for the care of tuberculosis 

patients. 
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Josern M. Lanoix,t who recently completed 
a 27-month assignment with WHO as an 
adviser to the Afghan Ministry of Public 
Health on malaria and epidemic typhus 
control and in starting a sanitation program, 
has been transferred to the Division of En- 
vironmental Sanitation at Geneva, Switzer- 
land, headed by Professor Herman G. 
Batty.* 

James H. LeVan, C.E.,+ senior sanitary en- 
gineer, Public Health Service, New York 
City, is on temporary duty with the Fed- 
eral Housing Administration stationed in 
Levittown, Pa. 

§S. Licntensticer, who has been execu- 
tive secretary of the Los Angeles County 
Tuberculosis and Health Association, has 
been appointed executive secretary of the 
California Tuberculosis and Health Associa- 
tion, San Francisco. 

Vernon B. Link, M.D.,* deputy officer in 
charge, and Cart O. Monr, Ph.D., chief of 
the Rodent Control and Investigations Sec- 
tion, Communicable Disease Center, Atlanta, 
Ga., have been appointed to WHO's Expert 
Advisory Panel on Plague. 

Frep Lonc, M.D.,* health officer, Peoria City 
(Il.) Health Department, has been ap- 
pointed health officer of Peoria County 
Health Department as well. He succeetis 
H. R. M.D.,* resigned. 

Tuomas Mancuso, M.D.,+ chief of the Divi- 
sion of Industrial Hygiene, Ohio State 
Health Department, is attending the Gradu- 
ate School of Public Health at the University 
of Pittsburgh, Pa. 

Henry J. L. Marriott, M.D., assistant pro- 
fessor of medicine, University of Maryland 
School of Medicine, has been mace con- 
sultant to the editorial department, Williams 
and Wilkins Company, Baltimore, Md. 

Heten Massencare,t formerly in the north- 
west district office, Ohio State Health De- 
partment, is now assistant chief of the 
Division of Public Health Education of the 
department, Columbus. 

Marcaret McLavucutin,* Public Health Serv- 
ice nurse officer, has been appointed public 
health nurse consultant to Region III, com- 
prising four states, the District of Columbia, 
Puerto Rico, and the Virgin Islands. 

Donato S. Myers, M.D.* chief, Venereal 
Disease Section, Office of the Surgeon Gen- 
eral of the Army, Washington, D. C., has 
been transferred to Fort Dix, New Jersey, 
as post preventive medicine officer. He is 
not the same Donatp Myers, M.D., who 
was reported in the December, 1952, Journal 
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as having become health officer of Jefferson 

County, Ohio. 

Noan N. NorMawn,* sanitarian and bacteriolo- 
gist of the Public Health Service, formerly 
assigned to the Wildlife Experiment Station 
in Woods Hole, Mass., has been detailed 
to the Institute of Inter-American Affairs 
as consultant in environmental sanitation in 
El Salvador. His address is American Em- 
bassy, San Salvador, El! Salvador, Central 
America. 

Jerome S. Peterson, M.D.,* who since 1949 
has directed health services for Palestine 
refugees in Lebanon, Syria, Jordan, the 
Gaza area and Israel as chief medical officer 
of the UN Relief and Works Agency for 
Palestine Refugees in the Near East, has 
been made director of the Division of Pub- 
lic Health Services at WHO Headquarters 
in Geneva succeeding Dr. Victor Sutter,* 
appointed an assistant director-general of 
WHO. 

Louis H. Prxx,* chairman of the board of 
directors of Associated Hospital Service, 
New York’s Blue Cross Plan, for the past 
10 years, has retired and been succeeded by 
Cuartes Garsipe, president, who serves in 
both capacities. 

H. A. Press, M.D.,+ for some years director 
of the Program Analysis Staff, Department 
of Medicine and Surgery, Veterans Admin- 
istration, and for the past year assistant to 
the chairman of the President’s Commis- 
sion on the Health Needs of the Nation, has 
joined the National Foundation for In- 
fantile Paralysis, to be located in the San 
Francisco (Calif.) office. 

Nexson H. Rector,* after 31 years’ service in 
malaria control work, and since 1942 on the 
staff of the Public Health Service, Com- 
municable Disease Center, has retired from 
the Service. He will continue to make his 
home in Atlanta, 230 Bolling Road, N_E., 
Ga. 

Joun L, Rice, M.D.,* formerly commissioner 
of health, New York City, and a past- 
president of the American Public Health 
Association, retired on January 1, 1953, as 
special consultant to Lederle Laboratories, 
New Yerk City, in which position he had 
served for 10 years. 

Jeanne Rysott, M.D., 1951 graduate of the 
Indiana University School of Medicine, is 
now school health consultant, Division of 
Maternal and Child Health, Indiana State 
Health Department, Indianapolis. 

Westey W. Spink, M.D., professor of medi- 

cine, University cf Minnesota Medical 

School, Minneapolis, and director of the 

Brucellosis Research Center of WHO, was 

recently called to Spain to advise the gov- 
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ernment on methods for eradicating brucel- 
losis from livestock. 

R. M. Taytor, M.D., health commissioner of 
Clark County, Ohio, has resigned to become 
director of the health service at Wittenberg 
College in Springfield. C. 
MARSHALL, sanitarian, has been named 
temporary acting health commissioner of 
Clark County. 

Bertua Public Health Service nurse 
officer, and the first nurse assigned to Libya 
under the U. S. Point Four Technical Aid 
Program, is in Tripoli to work with Libyan 
nurses and other health aides in extending 
public health nursing services, especially 
in rural areas. 

Ernest S. Trerker, V.M.D., MPH.,* as- 
sistant chief of veterinary public health, 
Communicable Disease Center, Public Health 
Service, Atlanta, Ga., has returned from a 
four-month tour of duty in Europe and 
Asia, during which he participated in the 
WHO's first international meeting on rabies. 

Conrap Van recently general director 
of the National Travelers Aid Association. 
New York City, has been appointed execu- 
tive director, American Social Hygiene Asso- 
ciation, New York City, succeeding WALTER 
Crarke, M.D., retired. 

Betty Weerxs, Public Health Service nurse 
officer, and since 1950 a public health nurse 
in the District of Columbia Health De- 
partment, will assist in the U. S. technical 
aid program in Indo-China with headquar- 
ters in Saigon. 

lzoca formerly in the southeast 
district office of the Ohio Department of 
Health, is now chief of the Nutrition Unit 
of the Maternal and Child Hygiene Division 
of the Department succeeding Exizasetu 
Martin1,} now nutrition consultant. 

Heten Witmer, Ph.D., who joined the U. S. 
Children’s Bureau staff in 1951 after a study 
of current mental health promotion pro- 
grams for the National Institutes of Health, 
has been made director of the Division of 
Research of the bureau. 


DEATHS 

Mary C. executive secretary, 
Essex County (Massachusetts) Health As- 
sociation, on August 17, 1952 (Public Health 
Education Section). 

Josern M. Honces,t clinical pathologist and 
medical technologist, the Dupray Labora- 
tory, Hutchinson, Kans., on June 16, 1952 
(Laboratory Section). 

C. L. Putnam, M.D.,* deputy commissioner 

and director, Division of Local Health 

Services, Iowa State Health Department, 
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Des Moines, on December 2, 1952 (Health 
Officers Section). 

TuurmMan B. Rice, M.D.,+ professor of bac- 
teriology and public health, Indiana Uni- 
versity, Indianapolis, December, 1952 (Un- 
affiliated ) . 

Gertruve T. Sprrz,t of Brookline, Mass., on 
December 3, 1952 (Unaffiliated). 

Netson W. Stroum, M.D.,* of Buffalo, N. Y. 
(Epidemiology Section). 

Rosert G. Waite, M.D.,* of Detroit, Mich., 
sometime in 1951 (Maternal and Child 
Health Section). 


CONFERENCES AND DATES 
Coming in February, March, and April: 


American Academy of General Practice. 
St. Louis, Mo. March 23-26. 

American Academy of Political and Social 
Science. Benjamin Franklin Hotel, Phila- 
delphia, Pa. April 10-11. 

American Association of Industrial Dentists 
Los Angeles, Calif. April 18-25. 

American Association of Industrial Nurses. 
Los Angeles, Calif. April 18-25. 

American Association of Pathologists and 
Bacteriologists. St. Louis, Mo. April 2-4. 

American College of Chest Physicians. Phil- 
adelphia, Pa. March 23-27. 

American Heart Association. Hotel Chelsea, 
Atlantic City, N. J. April 8-12. 

American Industrial Hygiene Association. 
Los Angeles, Calif. April 18-25. 

American Society for Public Administration 
Hotel Statler, Washington, D. C. March 
6-8. 

American Water Works Association: Indiana 
Section. Indianapolis. February 11-13. 
Arizona Public Health Association. Yuma. 

April 15-18. 

Georgia Public Health Association (preced- 
ing Southern Branch meeting) Biltmore 
Hotel, Atlanta. April 21-23. 

Illinois Public Health Association. Congress 
Hotel, Chicago. April 9-10. 

Industrial Health Conference. 
Calif. April 18-25. 

Industrial Medical Association. Los Angeles, 
Calif. April 18-25. 

Iowa Public Health Association. Hotel Ft 
Des Moines, Des Moinés. March 5-6. 

Kansas Public Health Association (meeting 
with Middle States Public Health Asso- 
ciation). Topeka. April 13-15. 

Kentucky Public Health Association. Louis- 
ville, Ky. April 8-10. 

Medical Education and Licensure--49th An- 
nual Congress. Palmer House, Chicago, 

Il. February °-10. 


Los Angeles, 
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Middle States Public Health Association. 
Topeka, Kans. April 13-15. 
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National Conference on Rural Health, 
A.M.A. Roanoke Hotel, Roanoke, Va. | 
February 27-28. 


National Health Council. 
New York, N. Y. March 19-20. 

National Society for the Prevention of 
Blindness. Hotel Statler, New York, N .Y. 
March 18-20. 

Public Health Records and Statistics. 
Washington, D. C. March 24-27. 


Hotel Roosevelt, 


Puerto Rico Public Health Association. | 


Hotel Hilton, Caribe, San Juan. Feb- 

ruary 4-7. 
Southern Branch, 

Biltmore Hotel. April 23-25. 


APHA. Atlanta, Ga. 


Texas Public Health Association. Buccaneer | 


Hotel, Galveston. February 15-18. 
United States-Mexico Border Public Health 
Association. El Paso, Tex. March 26-27. 
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World Health Congress. Hastings, England. 


April 28-May 1. 


World Medical Association. (First Western 


Hemisphere conference) 
April 23-25. 
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Chapter 2 Only. 60 pp.........-.00:- 
Laboratory Outline. Chapter 2. 15 pp.... 
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The Association acknowledges with deep iation its indebted- 
ness to its Sustaining Members whose annual dues help support the 
Association's general program 


Members of the 
American Public Health Association, Inc. 


Alpha Kappa Alpha Sorority, Chicago, Ill. 

American Aerovap, Inc., New York, N. Y. 

American Bottlers of Carbonated Beverages, Washington, D. C. 

American Can Company, New York, N. Y. 

Ames Company, Inc., Elkhart, Ind. 

Association for the Aid of Crippled Children, New York, N. Y. 

George Baehr, M.D., New York, N. Y. 

Borden Company, New York, N. Y. 

Brooklyn Medical Group, Brooklyn, N. Y. 

Chlorine Institute, Inc., New York, N. Y. 

Congress of Industrial Organizations, Washington, D. C. . 

Difco Laboratories, Inc., Detroit, Mich. 

Diversey Corporation, Chicago, Ill. 

Equitable Life Assurance Society of the United States, New York, N. Y. 

John Hancock Mutual Life Insurance Company, Boston, Mass. 

Hellige, Inc., Garden City, N. Y. 

Hoffmann-La Roche, Inc., Nutley, N. J. 

Holland-Rantos Company, Inc., New York, N. Y. 

International Association of Ice Cream Manufacturers, Washington, D. C. 

International Association of Machinists, Washington, D. C. 

International Equipment Company, Boston, Mass. 

Lederle Laboratories Division, American Cyanamid Co., New York, N. Y. 

Liberty Mutual Insurance Companies, Boston, Mass. 

Licensed Beverage Industries, Inc., New York, N. Y. 

Life Insurance Co. of Virginia, Richmond, Va. 

Lily-Tulip Cup Corporation, New York, N. Y. 

Merck & Company, Inc., Rahway, N. J. 

M & R Laboratories, Columbus, Ohio 

Metropolitan Life Insurance Company, New York, N. Y. 

Modern Sanitation—Powell Magazines, Inc., New York, N. Y. 

National Dairy Products Corporation, New York, N. Y. 

National Farmers Union, Denver, Colo. 

New York Hotel Trades Council and Hotel Association Health Center, 
Inc., New York, N. Y. 

Orkin Institute of Industrial Sanitation, Atlanta, Ga. 

Oval Wood Dish Corp., Tupper Lake, N. Y. 

Owens-Illinois Glass pany, Toledo, Ohio 

Prudential Insurance Company of America, Newark, N. J. 

Sealright Company, Inc., Fulton, N. Y. 
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E. R. Squibb and Sons, New York, N. Y. 

Steiner Sales Company, Chicago, Ill. 

Sun Life Insurance Com ug Md. ° 

Textile Workers Union of America, New York, N. Y. 

Travelers Insurance Company, Hartford, Conn. 

UAW-CIO (United Automobile, Aircraft and Agricultural Implement 
Workers of America), Detroit, Mich. 

Union Central Life Insurance Company, Cincinnati, Ohio 

Union Health Center, New York, N. Y: 

United Steelworkers of America, Pittsburgh, Pa. 

Upjohn Company, Kalamazoo, Mich. 

Winthro Stearns, Inc., New York, N. Y. 

Wyeth, Inc., Philadelphia, Pa. 
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Gives So Much PROTECTION 
against FOOD-SPOILING 
BACTERIA! 


Compare Diversol write for complete 
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—4-way test! 


4. Rinsing Action 


THE DIVERSEY CORPORATION 
: 1820 Roscoe Street, Chicage 13, Minois 
f in Canaga The Diversey Corporation (Canada) Ltd, 
ees Lakeshore Road, Port Credit, Ontario. 
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BLACK & VEATCH 
Consulting Engineers 
Water — Sewage — Electricity — Industry 


Reports, Design, Supervision of Construction, Invest!- 
gations, Valuation and Rates. 


4706 Broadway, Kansas City 2, Mo. 


THE DICKMAN LABORATORIES 
Albert Dickman, Ph.D., Director 
BLOOD TYPING 
SEROLOGY 
ROUTINE CLINICAL ANALYSES 
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EMERSON VENABLE, P. E. 
Chemist and Chemical Engineer 


Atmospheric Pollution. 
Industrial Hygiene Chemical Warfare 
6I1t Fifth Ave., Pittsburgh 32, Pa. 
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ous agencies work together to 
improve community health. 


The authors place special em- 
phasis on relating public health 
problems directly to the indi- 
vidual. 


$5.75 published in Nov. 444 pp. 


The Macmillan 


60 FIFTH AVENUE, NEW YORK 11, N.Y. 


When writing to Advertisers, say you saw it in the Journwat 


| 
<>, ; 
1 2. Water Softening Action 
3. Penetrating Action : 
| 


XXXVI AMERICAN JOURNAL OF PUBLIC HEALTH 
SOMETIMES 
YOU DON'T GET fl 
A SECOND 
CHANCE 


The increased incidence of critical case 
admittance has added to the responsibil- 
ity of the hospital laboratory. When the 
situation requires immediate blood typ- 
ing information, there is seldom time to 
repeat a test that gives questionable re- y, 


sults. The right answer must be achieved 
the first time. For 21 years laboratories 
have depended on CERTIFIED’S SURE 
TEST Serums and Reagents for the right 


answers. 


SURE TEST SERUM AND REAGENTS 


Anti-A and Anti-B Serum | Absorbed B Serum 


for Blood Grouping to differentiate between 
Serum At and A2 
determining presence 
of Rh factor P.S.A. 
Anti-Human Serum (Paraffin Section Adhe- 
Coombs sive) 
Human Red Cells 
for controls or research Sheep Cells 
work Guines Pig Kidney An- 
tigen 


Anti-M and Anti-N 
Serum 
for paternity tests 
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CERTIFIED BLOOD DONOR SERVICE 


Beef Red Cell Antigen 
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and odors long after delivery—in 
fact, down to the last drop in the 
bottle. 

With Seal-Hood, the capper never 
touches the top of the bottle. No 
wires, forks or tools needed to open. 
And Seal-Hoods snap snugly back 
on as often as required. 

Seal-Kap, the original “twist-off 
...snap-on” closure, combines seal 
and cap in one simple unit. Even 
when the bottle is tilted, Seal-Kap 
prevents leakage. 

Thousands of prominent dairies 
are using Seal-Hood and Seal-Kap 
closures to completely safeguard 
their milk and milk products. These 
dairymen, too, welcome the one-op- 
eration economy each closure 
provides, 
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OF OXYTETRACYCLINE. AMPHOTERIC 


APPEARING REGULARLY IN THE J. AM A 


a 


for the prothrombin 
determinations you prefer, 
you can always depend on 


DIFCO REAGENTS 


1-STAGE. TECHNIQUE 
of QUICK and LINK-SHAPIRO : 
BACTO-THROMBOPLASTIN, used according to the 
method of Quick, has demonstrated its accuracy and e 

reliability for more than 14 years. Each box of six 7; 


ampules is sufficient for 210 Quick determinations or 
420 Link-Shapiro determinations. 
BACTO-THROMBOPLASTIN is a stabilized, desic- 
cated rabbit brain substance of high thromboplastin 
potency. It is used in all prothrombin time procedures 
with whole or diluted plasma. It is stable in either dry 
form or frozen extract. 


2-STAGE CONCENTRATION TECHNIQUE 
of WARE and SEEGERS 

BACTO-PROTHROMBIN 2-STAGE REAGENT is 
a standardized, stabilized reaction mixture for use in 
the Ware and Seegers procedure for quantitative deter- 
mination of prothrombin concentration. Bacto-AC 
Globulin Serum is prepared for use in this procedure. 


Descriptive literature gladly sent upon request. 
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